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Lucchese, G.: Experimental Studies on Tubercu- 
losis of the Salivary Glands (Ricerche speri- 
mentali sulla tubercolosi delle glandole salivari). 
Clin. chir., 1932, viii, 1360. 

The author produced tuberculosis of the parotid 
gland in rabbits by injecting a broth culture of 
human tubercle bacilli. In one group of rabbits 
the injection was made directly into the gland and 
in another into the carotid artery. The lesions pro- 
duced in the two groups were fundamentally the 
same. They consisted essentially of a marked histo- 
cyte reaction with the presence of tubercles, giant 
cells, and tubercle bacilli; an abundant connective 
tissue infiltration which destroyed and replaced the 
lobuli of the glands; a tendency toward cicatricial 
sclerosis; and, occasionally, caseation. The morbid 
process occurred most frequently in the immediate 
vicinity of the glandular tubules and excretory ducts 
and from there seemed to spread across the inter- 
lobular septa following the lymphatics. 

The author’s findings are not contrary to the ac- 
cepted theory of an ascending or canalicular infec- 
tion, as the same lesions were produced when these 
paths of infection were definitely excluded. Lucchese 
is of the opinion that, in man, infection of the gland 
by tubercle bacilli takes place usually through the 
blood stream and occasionally through the lymph 
stream, but that the spread of the infection through 
the salivary gland occurs by way of the lymphatics. 

EvuGENE T. Leppy, M.D. 


EYE 


Blair, V. P.: Repairs and Adjustments of the 
Eyelids. J. Am. M. Ass., 1932, xcix, 2171. 


To restore function or correct the appearance of a 
damaged eyelid not only the anatomy and contour 
of the lid must be considered, but also the structures 
that give it support and those that are in continuity. 
A neighboring distortion can damage or hamper the 
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movements of an intrinsically normal lid or, if un- 
recognized, can compromise the result of operation. 

To determine before operation the amount of 
tissue that will be needed it is necessary to measure 
the defect, add to this measurement the estimated 
retraction of all remaining normal tissue when it is 
released and allowed to return to its natural rela- 
tionships, and allow for contraction after the repair. 
For a split skin graft applied to a lid the allowance 
for contraction should be about 60 per cent. 

If only skin has been lost, only skin should be sub- 
stituted, not skin and fat. This is important. 
Whether to use a full-thickness or a split graft will 
depend on the needs and. possibilities in the given 
case. Less contracture occurs under a full-thickness 
graft than under a split graft. However, the split- 
skin graft is more certain to take and requires a 
shorter period of postoperative care. If it is applied 
over a wax form, the lid can usually be stretched 
sufficiently to allow for 60 per cent contraction. 
Furthermore, when needed, this type of graft can 
be applied to cover the lid defect and also an ad- 
jacent area of indefinite size. 

Because of its bulk, a pedicle flap carrying skin and 
subcutaneous tissue is not suitable for surfacing the 
orbicularis muscle, but such a flap may be absolutely 
necessary when the loss is greater than skin depth. 

Dragging of the lid downward by paralysis of the 
cheek can be relieved somewhat by supporting the 
tissues of the face with strips of fascia lata, but when 
the dragging is due to a scar from a loss in the cheek, 
repair of the cheek is indicated. 

If the lid is drawn down by the loss or displace- 
ment of the orbital border, it may be raised by 
building up this bony ridge with a piece of costal 
cartilage after dividing the lower attachment of the 
palpebral fascia. If the border is simply depressed 
as the result of a recent fracture, it can be pried 
upward either from within the antrum or by hook or 
chisel inserted through the skin. 

When the separation of the lid from the globe is 
due to an enophthalmos, but the globe is not fixed in 
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the depth of the orbit, the globe can be brought 
forward by inserting cartilage deeply at the periphery 
of the orbit. If the globe cannot be experimentally 
brought forward by injecting physiological solution 
of sodium chloride into the depth of the orbit, the 
lids may be allowed to move back a certain amount 
by taking away some of the outer border and 
adjacent orbital wall. 

Paralysis or damage of the levator palpebre 
causes a droop of the upper lid which is best cor- 
rected by connecting the tarsus to the occipito- 
frontalis muscle by a loop of live autogenous tendon. 

The article contains seventeen illustrations of the 
procedures discussed. James B. Brown, M.D. 


Rodigina, A.: Cataract Resorption (Zur Katarakt- 
Resorption). Sovet. Vestn. Oftalm., 1932, i, 121. 


The nature of the forces bringing about the re- 
sorption of cataract masses has not been definitely 
determined. The author reports attempts made to 
work out a surer method of producing cataracts 
experimentally in the eyes of rabbits and to gain a 
more intimate knowledge of the resorbing forces. 
Cataracts produced by the injection of adrenalin 
and sodium chloride solution into the lens were not 
stable and cleared up after a time. On the other 
hand, an 8 per cent solution of magnesium chloride 
was found to produce permanent cataracts which 
did not clear up. From o.1 to 0.3 c.cm. of this 
solution mixed with an equal quantity of aqueous 
humor was injected through the middle of the cor- 
nea into the lens. In thirty-five rabbits a single 
injection produced a total cataract and in six rab- 
bits it produced a partial cataract which was per- 
manent and in some instances persisted without 
change for three years. Weaker solutions of mag- 
nesium chloride did not yield definite results so far 
as permanency of the cataract was concerned. 

In an investigation of the biological characteris- 
tics of the aqueous humor, Rodigina first studied 
the cytological characteristics of the normal aqueous 
humor and then those of the aqueous humor in 
cataractous eyes. Cellular elements were found in 
the aqueous humor of only four of fifty normal eyes. 
Most of them were lymphocytes. In the entire 
smear of the centrifugalized sediment of the normal 
aqueous humor in these four cases only one or two 
lymphocytes and very rarely a single polymorpho- 
nuclear or squamous epithelial cell could be found. 
As a rule the normal aqueous humor was free from 
cells. The vitreous humor of the normal eyes was 
also found to be cell free. In the eyes with cataract, 
especially those with rapid absorption of the cata- 
ract, the microscopic picture of the aqueous humor 
was very different, showing many lymphocytes and 
often quite numerous phagocytic and neutrophilic 
cells. The neutrophilic cells were less numerous 
than the phagocytic cells and did not take part in 
the phagocytosis. Frequently the blood cells had 
penetrated directly into the lens. The entrance of 
the cells into the aqueous humor and the phago- 
cytosis were most clearly seen during the period of 


most active resorption of the cataract masses and 
decreased gradually with cessation of the resorp- 
tion. In the cases in which the cataract was not 
resorbed, but remained stable, the aqueous humor 
was free from cells just as in the normal eyes. 

In order to determine whether the resorption of 
the cataract occurred only by phagocytosis or 
whether fermentative processes also played a part 
in the process, the author carried out investigations 
to determine whether proteolytic and amylolytic 
ferments are present in the aqueous humor of nor- 
mal and cataractous eyes of rabbits. The tests for 
proteolytic ferments was carried out, with a few 
modifications, by the Gross-Fuld-Michaelis method. 
In thirteen tests, from 0.02 to 0.04 c.cm. of proteo- 
lytic ferment was found in the aqueous humor of 
the normal eye. At a temperature of 14 degrees C. 
as little as 0.06 c.cm. of the aqueous humor had a 
proteolytic action. This action could be increased 
by heating the ferment. After the ferment it had 
been kept at a temperature of 38 degrees C. for a 
period of one hour, 0.04 c.cm. of aqueous humor 
was sufficient to produce the proteolytic action pro- 
duced by 0.06 c.cm. of aqueous humor at a tem- 
perature of 14 degrees C. The ferment content of 
the normal aqueous humor was the same in differ- 
ent rabbits and was constant. In contrast, the re- 
sorption process in eyes with cataract increased the 
protease content of the aqueous humor as compared 
with that of the normal eye twofold and often even 
fourfold. If it was necessary to use 0.06 c.cm. of 
normal aqueous humor kept at a temperature of 
14 degrees C. and 0.04 c.cm. of normal aqueous 
humor kept at a temperature of 38 degrees C. for 
an hour to bring about the digestion of 0.5 c.cm. 
of a o.1 per cent solution of casein, only 0.02 c.cm. 
and o.o1 c.cm. respectively of the aqueous humor 
of eyes with resorbing cataracts were required to 
bring about the same action under similar condi- 
tions. Therefore the aqueous humor of cataractous 
eyes contained three and four times as much pro- 
tease as the aqueous humor of normal eyes. The 
protease of the aqueous humor remained quantita- 
tively parallel with the resorption of the cataract. 
With the cessation of resorption, the fermentative 
activity of the aqueous humor fell to normal. The 
aqueous humor of eyes with inactive cataracts 
showed either normal or almost normal values. 

The presence of the amylolytic ferment, diastase, 
in the aqueous humor in normal and cataractous 
eyes was determined from the fermentation of a 
I per cent starch solution to which the aqueous 
humor was added. The conversion of the starch 
was determined qualitatively by the methods of 
Wohlegemuth and Trommer and quantitatively by 
the Hagedorn-Jensen method. Twelve fermenta- 
tion tests showed that at a temperature of 14 de- 
grees C., normal aqueous humor had no power to 
convert starch, but that after it had been heated to 
38 degrees C. for an hour it acquired this power. 
At a temperature of 38 degrees C., 1 c.cm. of 
normal aqueous humor was able to convert 20 c.cm. 
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of a 1 per cent starch solution. The aqueous humor 
of cataractous eyes, and especially of those with 
stormy progressive resorption, was richer in diastase 
than the aqueous humor of normal eyes. The 
aqueous humor of eyes with a stable, inactive cata- 
ract showed an almost normal diastase content. 

In ten normal rabbit eyes, the sugar content of 
the aqueous humor ranged from 0.036 to 0.093 per 
cent and averaged 0.065 per cent. 

Finally the author made a micro-anatomical ex- 
amination of four eyes with gelatinous, eight with 
slowly resorbing, and six with stable cataracts. 
These also demonstrated the phagocytic and fer- 
mentative resorption of the cataract and its sub- 
stances. During the resorption, the posterior cham- 
ber and the lens contained numerous cells which 
apparently had wandered out from the ciliary 
processes. The capsule of the lens was attacked, 
thinned out, and destroyed first in the equatorial 
portions. A lysis and phagocytosis of the cataract 
occurred. The iris did not take part in providing 
the lytic and phagocytic agents. The latter ap- 
parently had their origin only in the ciliary proc- 
esses. J. Uupetrt 


Woods, A. C., and Little, M. F.: Uveal Pigment: 
Hypersensitivity and Therapeusis. Arch. Ophih., 
1933, ix, 200. 

The authors group the pathological conditions in 
cases studied by them as follows: 

Group 1. Uveitis due to constitutional causes. 
No history of injury. 

Group 2. Non-penetrating wounds of the eye; 
traumatic uveitis; no sympathetic disturbance. 

Group 3. Operation involving the uveal tract; 
uneventful recovery. 

Group 4. Operation involving the uveal tract; 
eyes operated upon lost because of postoperative 
infection; no sympathetic disturbance. 

Group 5. Endophthalmitis phaco-anaphylactica. 

Group 6. Penetrating wounds of the eye involv- 
ing the uveal tract; recovery without enucleation 
or the development of sympathetic disease. 

Group 7. Penetrating wounds of the eye involving 
the uveal tract; injury and clinical course neces- 
sitating enucleation of the injured eye; no patho- 
logical or clinical evidence of sympathetic ophthal- 
mia. 

Group 8. Delayed non-infectious postoperative 
uveitis. 

Group 9. Sympathetic ophthalmia: (a) patients 
not receiving pigment therapy, (b) patients receiv- 
ing pigment therapy. 

One hundred and fifty-three patients with various 
conditions were subjected to the intracutaneous 
pigment test. Thirty-two of the tests were positive 
and 121 were negative. Hypersensitivity to uveal 
pigment was noted only after penetrating wounds 
of the eye. In general, the development of hyper- 
sensitivity appeared to indicate a grave prognosis. 
Only 1 patient with a frank pigment hypersensitiv- 
ity showed normal healing. One group of patients 
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appeared to present a new clinical entity: the de- 
velopment of a delayed non-infectious, recurrent, 
and chronic postoperative or traumatic uveitis as- 
sociated with allergy to pigment. In sympathetic 
ophthalmia hypersensitivity to pigment is the rule 
although patients with acute exacerbations of the 
disease may have a definite phase in which the 
intracutaneous test is negative. The development 
of pigment hypersensitivity does not appear to be 
the cause per se of sympathetic ophthalmia. The 
findings of the authors’ study indicate that some 
other factor enters into the disease. The nature of 
this additional factor is unknown. It is possible 
that there are differences in the immune response 
of different persons or that allergy to pigment may 
alter the normal immunobiological defense mecha- 
nism of the eye so as to allow some other specific 
agent to produce the characteristic picture of the 
disease. In the cases of patients with a positive 
reaction to the intracutaneous test, treatment with 
uveal pigment appears to be of value. The benefi- 
cial effects may be due to desensitization with pig- 
ment which allows restoration of the normal im- 
munobiological defense mechanism. 
Lestre L. McCoy, M.D. 


Lindner, K.: A New Method of Operation for 
Retinal Detachment With the Retinal Defects 
at the Posterior Pole of the Eye (Ueber eine 
neue Operationsmethode fuer Netzhautabhebungen 
bei Netzhautdefekten am hinteren Augenpol). 
Arch. f. Ophth., 1932, cxxviii, 654. 

In 1930 Guist operated upon three cases of macu- 
lar hole, removing the lateral orbital wall with 
preservation of the anterior orbital rim and then 
cauterizing at the posterior pole of the eye. In two 
of the cases healing occurred. However, the opera- 
tion has proved very difficult and requires an aver- 
age of four hours. Moreover, in one case injury of 
the ciliary nerves by the operation or the action of 
the caustic led to long-persisting corneal abscesses 
which were apparently associated with complete 
anesthesia of the temporal half of the eyeball. 

In December, 1931, after preliminary investiga- 
tions on the eyes of rabbits, Lindner operated upon 
two patients with a macular hole by a new method. 

The first case was that of a woman forty-six years 
old who had had a macular hole and almost com- 
plete retinal detachment for two months and pre- 
sented coarse, flaky, and thread-like vitreous opac- 
ities in the right or better eye. Vision in the right 
eye permitted only the counting of fingers at a 
distance of 3 meters. Under treatment with steno- 
poeic glasses without rest in bed the detachment 
became so flattened in the course of eight days that, 
at least as regards the vitreous, operation could be 
undertaken with the prospect of good results. After 
canthotomy, an incision was made in the conjunc- 
tiva in the folded area corresponding to the temporal 
half of the bulb and the conjunctiva was separated 
posteriorly. The lateral rectus was then cut from 
its attachment following the insertion of a catgut 


| 
4 
j 


4 INTERNATIONAL ABSTRACT OF SURGERY 


suture in the end of the muscle. Blunt dissection 
of Tenon’s capsule was done. Twenty-four milli- 
meters behind the limbus, somewhat above the 
horizontal meridian in order to avoid the long pos- 
terior ciliary artery, entry through the sclera was 
made with the lance and the choroid carefully ex- 
posed. It was then possible to slip a graduated 
spatula between the choroid and sclera without the 
slightest resistance. Examination with the ophthal- 
moscope showed that the spatula entered above the 
macula and reached the upper part of the disk 
margin. On the third careful attempt, the point of 
the spatula rested exactly at the macular hole. An 
injection of 1/25 c.cm. of a 6 per cent solution of 
caustic potash was then made by means of a finely 
graduated syringe with a silver cannula. Then, 
between the limbus and the scleral opening, two 
trephine holes were made somewhat above the 
horizontal meridian, and from these the choroid 
was undermined to a point near the ora serrata. 
An injection of 1/50 c.cm. of the 6 per cent caustic 
potash solution was then made subchoroidally cor- 
responding to each of the trephine holes. After the 
injection the sclera appeared as a dark band 4 mm. 
wide. The operation was completed by perforation 
of only the posterior trephine hole, suture of the 
muscles, and closure of the conjunctiva. 

On ophthalmoscopic examination immediately 
after the operation the macular hole appeared al- 
most black, this coloration being due doubtless to 
staining by the caustic potash of a hemorrhage 
occurring during the operation. 

Eight weeks after the operation, examination re- 
vealed at the posterior pole of the eye an extensive 
gray area partly surrounded by hemorrhage. From 
this there extended anteriorly and upward a broad, 
irregular, pigmented band with the appearance of 
striped retinochoroiditis. The visual field showed a 
large central scotoma of about 30 degrees. The 
peripheral fields were normal. Vision permitted the 
counting of fingers at a distance of 34 meter. 

In the second case, that of a woman forty-three 
years of age with myopia (13 diopters), total de- 
tachment with a typical long horseshoe-shaped tear 
in the 17 degree meridian had been present in the 
right eye for three weeks. In the macula there was 
a sharply outlined round hole. Vision was reduced 
to the discernment of hand movements. In a period 
of fourteen days the use of stenopoeic glasses re- 
sulted in extensive flattening of the detachment and 
improvement of vision sufficient to permit the 
counting of fingers. The operation was somewhat 
different from that performed in the first case. The 
superior rectus was cut off and the tear surrounded 
by seven trephine holes with preservation of a thin 
layer of sclera. An injection of 1/100 c.cm. of a 
6 per cent solution of caustic potash was then made. 
Immediate ophthalmoscopic examination showed 
that the macular hole was hit exactly. The trephine 
holes around the anterior torn area were then 
opened with the lance as far as the bare choroid and 
around the nasal side of the tear were united sub- 


choroidally by the use of a spatula. Each segment 
between the trephined areas was treated with 1/100 
c.cm. of the 6 per cent solution of caustic potash. 
The operation was concluded by making a sub- 
choroidal pocket about 6 mm. long backward, in- 
fusing 1/100 c.cm. of the 6 per cent solution of 
caustic potash, perforating two trephine openings, 
and closing the muscle and conjunctiva. 

Eight weeks later there was a grayish-red field in 
the region of the macula and the retina was ad- 
herent. Vision was —12.00 w +6.00 cyl.=6/60, 
and with telescopic spectacles =6/8. The visual 
field was normal. Hardly any central scotoma could 
be discovered. 

In the use of his new operative method for or- 
dinary detachments the author now employs a 3 
per cent solution of caustic potash instead of a 6 per 
cent solution as the latter is too destructive. A 
favorable result is to be expected from this chemical 
agent which produces a swelling necrosis as it has a 
deep action. The chemical agents belonging to the 
group of heavy metallic salts—which, in contrast, 
cause a coagulation necrosis—produce a localized 
inflammation and do not work through the choroid 
so easily. Moreover, some of them, silver nitrate 
for example, cause a strong exudation with a puru- 
lent character and are therefore unsuitable. 

The author has since used the described proce- 
dure, which he calls an “undermining method,” also 
in other cases of detachment. Instead of obtaining 
adhesion through a single cautery point, he is able, 
by the undermining method, to obtain a continuous 
adhesion. The method has the advantage that only 
a few trephine openings are required and therefore 
time is saved. Moreover, the adhesion is continuous 
and the great danger of hemorrhage in the interior 
of the eye is considerably decreased. Of disadvan- 
tage is the fact that retina is functionally disturbed 
to a greater degree than after the operation per- 
formed through single trephine holes with free 
spaces between. However, this is not so important 
as the involvement usually occurs in the peripheral 
parts of the retina. REICHLING (O). 


NOSE AND SINUSES 


Eigler, G.: Endothelioma, Perithelioma, Cylin- 
droma, and Similar Tumors of the Upper 
Respiratory Tract (Ueber Endotheliome, Perithe- 
liome, Cylindrome und aehnliche Tumoren der 
oberen Luftwege). Arch. Ohr.-usw. Heilk., 1932, 
Cxxxii, 209. 

This article is based on a review of the various 
tumors observed in the last few years at the Halle 
clinic, most of which were diagnosed by biopsy as 
endotheliomata. In judging the malignancy of a 
tumor special attention was paid to the history and 
the course of the condition. On the basis of their 
histological structure and their genesis, the neo- 
plasms could be divided into five distinct groups. 
In this grouping the clinical benignancy or malignancy 
of the individual growths was not considered be- 
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cause this could not always be determined accu- 
rately from the histopathological picture. All of the 
neoplasms arose from the region of the upper 
respiratory tract and the mouth. On the basis of 
their endothelial genesis, hemangiomata and lym- 
phangiomata were excluded. 

Group 1 (four tumors). The neoplasms in this 
group are designated as “‘fibromatous or sarcoma- 
tous angioplastic peritheliomata.” The most im- 
portant part of their structure consisted of newly 
formed blood vessels. Tumor formation (partly 
vascular, partly avascular) occurred around the 
vessel lumina. The stroma showed a tendency to- 
ward hyalinization. There was no demonstrable 
mucus formation. Such tumors, especially those 
which in large areas have lost close communication 
with blood vessels, are to be considered clinically 
malignant even though they do not appear to be 
sarcomatous in all portions. Of the four tumors 
studied by the author, one was a bleeding septal 
polyp, one was on the hard palate, and the two 
others originated from the cribriform plate of the 
ethmoid bone. 

Group 2 (three tumors). These neoplasms were 
blastomata with characteristic structure and a cer- 
tain similarity to true endotheliomata, but as their 
origin could not be determined definitely, they were 
considered mesodermal malignant tumors. The first 
of the three was in the cribriform plate and the 
neighboring orbit and had broken through the dura. 
The second, which had a base the size of a German 
mark, was situated on the hard palate, extended to 
the soft palate, pushed the upper pole of the tonsil 
down, and had formed metastases in the regional 
lymph glands. The metastasis travelled the same 
course as that usually followed by postanginal sep- 
sis. In front of the auricular muscle there was a 
fluctuating movable mass about the size of a hazel- 
nut. The third tumor closed the nose by its large 
mass and caused marked oedema of the soft palate. 

Group 3 (three tumors). The tumors in this 
group were of uncertain origin and therefore con- 
sidered special forms of sarcoma. All were located 
in the nose. Clinically they at first suggested 
polyps, but because of their active growth tendency 
they were considered malignant. 

Group 4 (three tumors). These neoplasms in- 
cluded benign and malignant tumors which some- 
what resembled peritheliomata. They were diag- 
nosed as angioplastic epithelial growths. One of 
them had destroyed the right half of the hard palate 
and the lower half of the septum and had filled the 
right half of the nose with easily bleeding polypoid 
masses. The tumor formation on the palate had been 
present for twelve years without forming metastases. 
Another of the tumors in this group was a firm, 
superficially necrotic neoplasm which filled the right 
side of the nose, the right choana, and the right half 
of the nasopharynx, and had caused exophthalmos. 
The third tumor was a neoplasm with a red, irregu- 
lar surface extending posteriorly and to the left at 
the level of the second or third tracheal ring. 


HEAD AND NECK 5 


Group 5 (four tumors). The tumors in this group 
were neoplasms of the type described by Billroth as 
“‘cylindromata”’ and showed evidences of malignant 
change. In Eigler’s opinion they are of epithelial 
origin. Their typical location is the posterior part 
of the mouth, the pharynx, and the entrance to the 
larynx. They are usually sharply circumscribed and 
encapsulated, but tend to recur locally and to form 
regional metastases. Therefore, from the therapeutic 
standpoint, they are to be regarded as malignant. 
Koschier’s term for them, “carcinoma cylindro- 
matosum,” is appropriate. 

Eigler discusses the clinical history and _his- 
topathology of the individual tumor groups and 
draws conclusions therefrom regarding the clinical 
aspects and pathogenesis of the neoplasms. The 
article contains ten photomicrographs. 

A. ALEXANDER (H). 


MOUTH 


Stewart, C. B.: The Care of Cervical Glands in 
Intra-Oral Carcinoma. Am. J. Roentgenol., 1933, 
XXix, 234. 

Failure of patients with intra-oral carcinoma to 
recover is usually due to metastases in the regional 
glands. This is often true even after the primary 
lesion has been successfully eradicated. 

Although difficult to prove, it seems that irradi- 
ating the regional lymphatics before the primary 
lesion is treated vigorously raises the power of de- 
fense of these glands against cells that may spread 
to them. 

Sufficient statistics upon which to compare the 
results from surgery with those of irradiation are 
not available. Bloodgood reports a five-year cure 
from surgery alone in 50 per cent of cases of metas- 
tasis to the cervical glands from cancer of the lip 
and estimates the incidence of five-year cure from 
such treatment in cases of metastasis from car- 
cinoma of the tongue at ro per cent. Shreiner and 
Simpson report no cures of cervical metastases from 
external irradiation and a five-year cure in only 
2 per cent of cases treated with unfiltered radium 
implants. These results served to introduce the 
combined therapy used at the Steiner Clinic and 
elsewhere. 

In cases which present no evidence of glandular 
invasion a full skin erythema dose of high-voltage 
roentgen therapy is given to both sides of the neck 
including the primary lesion. The primary lesion 
is treated later, and six weeks after the first treat- 
ment the neck treatment is repeated. If a suspicious 
gland is encountered, gold tubes sufficient to give 
to skin erythema doses are introduced either through 
the skin or by exposing the node. 

Cases in which the glands are firm and have not 
broken down or become firmly adherent are treated 
first by external irradiation in the same way as 
cases with no evidence of glandular involvement. A 
careful operative dissection is then done. This is as 
radical as possible. Before closure of the wound 
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small filtered emanation tubes are carefully placed 
in all suspicious areas. After the treatment the 
patient is examined frequently for recurrence. 

In late cases in which surgery is not followed by 
cure sufficiently often to justify the inconvenience 
the operation causes the patient, external irradiation 
is re-enforced by interstitial implants. This offers 
palliation for a prolonged period and occasionally 
a reasonable hope for cure. 

G. Hamm, M.D. 


Duffy, J. J.: Conservative Procedure in the Care of 
Cervical Lymph Nodes in Intra-Oral Car- 
cinoma. Am. J. Roentgenol., 1933, xxix, 241. 


In cases of intra-oral cancer the cervical lymphatic 
system has received increased attention during the 
past three decades and complete unilateral neck 
dissection has been done in most surgical clinics for 
about twenty-five years. This operation has been 
performed when the nodes were not palpable as 
well as when there were glandular metastases in the 
operable stage. To be operable, glandular metas- 
tases must be limited to the same side as the primary 
lesion and to 1 chain or, at most, 2 triangles of the 
neck, and must not have penetrated the capsule of 
the gland. 

Inoperable glandular metastases are those which 
have perforated the capsule and infiltrated the sur- 
rounding tissues, those appearing on the other side 
of the neck, and those due to a primary epidermoid 
carcinoma of Grade 3, a transitional-cell carcinoma, 
or a lympho-epithelioma. 

In the author’s cases of intra-orai cancer the cer- 
vical region is treated as follows: 

At the time of the patient’s admission to the 
hospital, both sides of the neck, including the pri- 
mary lesion and the regional nodes, are subjected to 
extensive irradiation. This is done even when no 
nodes are palpable. The dose and method of ir- 
radiation depend on the type and location of the 
lesion. When interstitial irradiation of the primary 
lesion is indicated, it is done after completion of the 
external irradiation. In cases which are far ad- 
vanced only the palliative external irradiation is 
given. The dose depends upon the general condi- 
tion and the stage of the disease. Many cases of 
transitional-cell carcinoma and lympho-epithelioma 
require no other type of irradiation. 

In cases with inoperable metastases in the lymph 
glands complete removal of the contents of both the 
anterior and the posterior triangles of the neck, to- 
gether with the sternomastoid muscle and internal 
jugular vein, is done. In all dissections, whether 
complete or partial, closure of the wound is preceded 
by the implantation of gold tubes of radon in the 
locations where the lymphatic channels have been 
severed. In interstitial irradiation the gold tubes 
are placed directly through the anesthetized skin 
into the tumor mass. In less advanced cases the 
mass is surgically exposed after preliminary external 
irradiation and further irradiation is then carried 
out under direct vision. 


The author analyzed a group of 234 cases of 
microscopically proved malignant lesions of the oral 
cavity, including carcinoma of the tongue, floor of 
the mouth, inferior maxilla, mucosa of the cheek, 
soft palate, superior maxilla, and antrum which 
were admitted to the Memorial Hospital, New York, 
in 1925 and 1926. Sixty-five (27.7 per cent) were 
inoperable. In 123 (52.5 per cent) there were no 
glandular metastases when the patient entered the 
hospital, but in 29 (23.5 per cent) of these such 
metastases developed and in 16 of the 29 the metas- 
tases were inoperable. To the 46 patients who had 
operable glandular metastases at the time of their 
admission to the hospital were added 3 who devel- 
oped such metastases after admission, the total 
number of those with operable metastases being 
therefore 59. In 37 of the cases of operable glandular 
metastases a complete dissection of the neck, and in 
13 cases a partial dissection of the neck, was done. 
In the 9 other cases no operation was performed. 
To the 65 patients who had inoperable glandular 
metastases at the time of their admission to the 
hospital were added 16 who developed inoperable 
glandular metastases after their admission. There- 
fore the condition was inoperable in 81 (34.6 per 
cent) of the cases. 

Conservatism is maintained in the cases of pa- 
tients without metastases in the cervical lymph 
glands, and the field of operable glandular metas- 
tases is being narrowed as experience is gained in 
the management of the advanced and borderline 
cases of cervical metastases from intra-oral cancer. 

CLARENCE C. REED, M.D. 


Blair, V. P., Brown, J. B., and Hamm, W. G.: The 
Radical Treatment of Carcinoma of the Lip. 
Am. J. Roentgenol., 1933, XXix, 229. 


Cases of cancer of the lip are divided roughly into 
four clinical groups: (1) those of early lesions of 
uncertain character, (2) those of small but active 
lesions in which there is little doubt as to the diag- 
nosis, (3) those of advanced lesions of intermediate 
extent, and (4) those of practically inoperable le- 
sions. The plan of treatment depends more or less 
on the stage of the lesion. 

In the authors’ cases of early indeterminate 
growths the lesion is excised and careful suture is 
done. In those of early typical lesions the cutting 
cautery is used and spontaneous healing awaited. 
The choice between irradiation and dissection of 
the glands depends largely on the microscopic 
picture. 

In cases belonging to the second clinical group 
the tumor is removed and repair is made with flaps 
from the same or the other lip. Dissection of the 
glands may then be done immediately, but as a rule 
is delayed. In certain primary cases in this group 
radium irradiation is used by choice. 

In cases of advanced lesions of indeterminate 
extent wide removal or destruction, usually with 
the cautery, is necessary. As a rule it is best to 
keep the patient under observation for recurrence 
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for a time before repair is done. Any bone involve- 
ment is destroyed with the cautery or the soldering 
iron and spontaneous separation of the sequestra is 
awaited before the repair is undertaken. Gland dis- 
section may be done at the time of the original 
operation, but may be delayed until the danger of 
local recurrence is remote. 

Inoperable cases are treated with radon, radium 
element, or the roentgen rays. 

In all cases of squamous-cell carcinoma of the lip 
a complete block removal of the lymphatic areas in 
the submaxillary and submental regions and the 
side of the neck to a point well below the bifurcation 
of the carotid is necessary. Palpability of lymph 
nodes does not necessarily contra-indicate excision. 
Involvement of the lymph nodes may not become 
manifest until as long as eight years after cure of the 
primary lesion. 

Gland involvement occurs most commonly in the 
submaxillary and buccal glands, around the parotid, 
and in the submental glands. The salivary glands 
themselves are very rarely involved. The authors 
treat the neck with roentgen irradiation routinely 
whether dissection is done or not. 

In conclusion they state that the upper lip requires 
as careful consideration as the lower lip. 


NECK 


Carmona, L.: The Kottman Reaction (Sulla reazione 
di Kottmann). Clin. chir., 1932, viii, 1057. 

In experiments on normal animals the author 
found a considerable variation in the Kottmann re- 
action. In 25 per cent it was accelerated sufficiently 
to correspond to the values given by Kottmann as 
indicating hypothyroidism. The more rapidly the 
test was done after the blood had been drawn, the 
more constant and the less retarded was the reaction. 
Unilateral thyroidectomy resulted in irregular and 
inconstant changes in the reaction. Total thyroid- 
ectomy caused a constant slowing of the reaction. 
This is of particular interest because, according to 
Kottmann, slowing of the reaction is an indication of 
hyperthyroidism. Injection of thyroid extract re- 
sulted in more or less marked acceleration of the re- 
action. Removal of the testicles caused no sig- 
nificant changes, but the injection of testicular ex- 
tract was usually followed by considerable accelera- 
tion of the reaction. Excision of the ovaries accele- 
rated the reaction slightly and the injection of ova- 
rian extract accelerated it strikingly. 

Leo M. ZimMERMAN, M.D. 


Nestmann, F.: The Question of Chronic Thy- 
roiditis (Zur Frage der chronischen Thyreoiditis). 
Beitr. z. klin. Chir., 1932, clvi, 253. 


The author reports a case of non-specific chronic 
thyroiditis with vascular changes which were for- 
merly considered characteristic of syphilis but may 
occur also in tuberculosis and non-specific inflamma- 
tions as was evident in a case reported by Rup- 
panner and three cases reported by Roulet. 
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The patients presented no other suggestion of 
syphilis and in some of them another cause could be 
definitely proved. Therefore the vascular changes 
are not specifically syphilitic, but occur in other 
chronic inflammations of the thyroid gland. Per- 
haps the very chronic course of the inflammation is 
responsible for the vascular changes, the relatively 
inactive granulation tissue of the chronic inflamma- 
tion not destroying the vessel, but growing through 
it, obliterating its lumen, and leaving its “shadow,” 
the elastic ring. Acute inflammations completely 
destroy vessels of this caliber even in the thyroid 
gland. In all such cases the diagnosis is difficult and 
the therapeutic indications are obscure. Confusion 
with malignant struma is possible. Roentgen irradi- 
ation is indicated. Malignant goiters (carcinomata 
in contrast to sarcomata) react surprisingly well to 
the roentgen rays, whereas chronic inflammatory 
diseases of the thyroid react slowly, if at all. In 
operable cases total extirpation is the procedure of 
choice, but if a positive diagnosis cannot be made at 
operation resection of the thyroid is sufficient. Com- 
plete substitution by the administration of thyroid 
preparations is feasible, as the function of the in- 
flamed gland is greatly reduced. In tuberculous 
inflammations of the thyroid, the entire gland 
should be removed. If syphilis is suspected anti- 
luetic treatment should be considered. 

Ertcu Hempet (Z). 


Towers, J. R. H.: Masked Hyperthyroidism as a 
Cause of Heart Disease. Lancet, 1933, ccxxiv, 67. 


Of fifteen patients with hyperthyroidism, all 
sought treatment for cardiac symptoms. Their 
average age was fifty-two years. All of them were 
women. The average duration of the symptoms was 
three and eight-tenths years. The majority of the 
women were apathetic in appearance and well 
nourished. The picture they presented was quite 
unlike the classical picture of Grave’s disease. The 
diagnosis was indicated by the cardiac condition. 

Suddenness of the apex beat was noted even when 
the rate was slow. This suggested an increase in the 
size of the heart, but in most cases the heart was not 
enlarged. The apex impulse may be likened to that 
given by a normal heart after exercise. Extra- 
systoles occur with a rapid rate. Paroxysmal 
auricular fibrillation is another arrhythmia common- 
ly associated with the condition. Roentgenography 
of the heart has been of value. The organ is not 
enlarged as a whole and is smaller than is suggested 
by clinical examination. Pulsation is increased. The 
pulmonary arc may be fuller than normal and there- 
fore produce a straight left border to the heart 
shadow. When the patient is turned into the first 
oblique position the straight posterior border with 
no enlargement of the left auricle is in striking con- 
trast to the shadow seen in mitral stenosis, from 
which it must often be differentiated. As this 
condition occurs most frequently in older persons, 
the typical “thyroid heart’? is less commonly 
noted as associated aortic atheroma or slight in- 


8 INTERNATIONAL ABSTRACT OF SURGERY 


creases in the blood pressure due to other causes 
may modify the picture. 

Thyroid enlargement was absent in ten of the 
cases reported and only slight in the others. Ex- 
ophthalmos was absent, but two of the patients had 
a slight stare. In most of the cases the metabolic 
rate was increased, but in several it was normal. In 
none was there a marked loss of weight. Five 
patients had chest pain of an anginal nature which 
was usually felt at the onset of the palpitation. 

Of great value in the diagnosis was the failure of 
rest and digitalis to affect the condition. 

GeorceE A. M.D. 


Bing, J.: Sporadic Goiter of Genotypic Origin and 
Its Relation to Other Diseases of the Thyroid 
Gland (Die genotypisch bedingte sporadische 
Strume—Kropf—und deren Verhalten zu anderen 
Thyreoidea-Leiden). Acta med. Scand., 1932, xxix, 
208. 

Following a review of three series of cases of famil- 
ial goiter recorded in the literature, the author re- 
ports nine definite cases and one questionable case 
which occurred in a single family. The goiter ap- 
peared as a hereditary dominant factor, but was 
limited to females. The patients were living in a 
non-goitrous region, but some of them had been 
reared in another community. Therefore, ordinary 
endemic factors were excluded. No relation was 
found between the inheritance of blood groups and 
of goiter. 

In a study of a large series of cases of sporadic 
goiter a familial disposition was found in 17 per 
cent of the patients, males as well as females. An 


almost identical incidence of a familial tendency was 
found in a smaller group of patients with Basedow’s 
disease. In families with a tendency toward goiter, 
simple goiter, exophthalmic goiter, and myxcedema 
were encountered. Leo M. ZIMMERMAN, M.D. 


Valdoni, P.: Endojugular Metastases of a Pro- 
gressive Malignant Tumor of the Thyroid 
(Metastasi endogiugulare da progresso tumore della 
tiroide). Arch. ital. di chir., 1932, xxxii, 749. 


The author reports the case of a woman forty- 
five years old who had a non-toxic nodule in the right 
lobe of the thyroid gland. Excision revealed normal 
thyroid tissue. Recurrence associated with pain and 
symptoms of mild hyperthyroidism led to lobectomy 
fourteen months later. Within two months after the 
second operation the swelling re-appeared. After 
thirteen months a third excision was done. At this 
time there was no clinical evidence of hyperthyroid- 
ism. The mass was found to be a distended internal 
jugular vein filled with an adherent tumor thrombus. 
The entire right internal jugular vein together with 
the proximal portion of its tributaries was resected. 
On histological examination the tumor thrombus 
was found to be a carcinoma of the thyroid. Re- 
examination of the tissues removed at the previous 
operations showed that the original nodule was a 
cylindrical adenocarcinoma and the recurrent mass 
removed at the second operation was a malignant 
papilloma. The endojugular metastasis was a 
papillomatous carcinoma. When the patient was re- 
examined twenty months after the third operation 
no evidences of recurrence or of further metastases 
were found. Leo M. ZimMeRMAN, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Parker, H. L., and Kernohan, J. W.: Stenosis of 
the Aqueduct of Sylvius. Arch. Neurol. & 
Psychiat., 1933, Xxix, 538. 


The authors report six cases in which a chronic 
pathological process led to progressive narrowing 
of the aqueduct of Sylvius. In five, the stenosis 
caused urgent clinical symptoms demanding relief. 
Unfortunately there was a marked similarity in the 
clinical symptoms produced by diverse pathological 
processes. Essentially, the clinical picture was that 
of chronic internal hydrocephalus with evidence of 
increased intracranial pressure in the form of head- 
ache, vomiting, and visual disturbances. Autopsy, 
performed in all of the cases, revealed pathological 
changes which included those due to syphilis, tuber- 
culosis, and new growths. Chronic proliferative 
processes in the periaqueductal neuroglia were also 
found. Some were of inflammatory or toxic origin 
and others the result of developmental error. In 
one case the narrowing of the aqueduct was due 
to congenital malformation. The ages of the pa- 
tients ranged from six to thirty-five years. 

The differential diagnosis between occlusion or 
narrowing of the aqueduct and tumors filling the 
fourth ventricle is always difficult. Ventriculography 
does no more than establish the presence of internal 
hydrocephalus of the lateral and third ventricles. 
While it may suggest the possibility of occlusion of 
the aqueduct of Sylvius from causes in the vicinity of 
the canal, tumors with such an effect which are 
capable of removal cannot be excluded. Never- 
theless the study demonstrates the frequent existence 
of chronic processes in the tissues surrounding the 
aqueduct of Sylvius and the great variety of con- 
ditions producing the same disturbances. 

Granulomatous processes and new growths are 
more readily understood and recognized on patho- 
logical examination. However, there remains a 
definite group of cases in which the pathological 
changes are chronic proliferation of the glia surround- 
ing the aqueduct. These are not so readily inter- 
preted. Chronic ependymitis, periaqueductal gliosis, 
and congenital narrowing of the aqueduct of Sylvius 
are ultimately fatal and little understood. One of 
them may grade imperceptibly into another. They 
may occur at any time from prenatal existence to 
the end of the natural span of life. 


Davis, L., and Haven, H. A.: The Surgical Anatomy 
of the Sensory Root of the Trigeminal Nerve. 
Arch. Neurol. & Psychiat., 1933, xxix, 1. 


In their studies on the surgical anatomy of the 
trigeminal nerve Davis and Haven reviewed the 
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developmental anatomy, the physiology, and the 
neuro-anatomy of the sensory root of the nerve. 
From the developmental standpoint they found evi- 
dence that the fibers of the sensory root do not pur- 
sue a straight parallel course from the ganglion into 
the brain stem. Rather, there are crossings and 
anastomoses of the fibers and a distinct rotation. 

Studies on the functional topography of the root 
revealed no definite arrangement of fibers according 
to function. There was a fairly regular intermingling 
of the small and large fibers in the root near the 
ganglion as well as near the brain stem. The authors 
were unable to substantiate any theories of topo- 
graphic re-arrangement of fibers in the sensory root 
near the brain stem on a functional basis. Therefore 
they believe there is no physiological foundation for 
any operation directed at the differential interrup- 
tion of certain functions by partial section of the 
sensory root near the brain stem. 

Gross dissections of the human sensory root served 
to confirm the finding by previous investigators of a 
plexiform arrangement of the rootlets near the gan- 
glion and numerous branchings and ramifications in 
the root along its course toward the brain stem. 
Degeneration experiments performed on cats re- 
vealed that, although there are numerous anas- 
tomoses along the course of the root, the ubers 
which come from the various divisions of the gas- 
serian ganglion appear to occupy a definite position 
in the root in the region of its entrance zone. The 
fibers from the ophthalmic division occupy the in- 
ferior and median position, the fibers from the 
mandibular division, the superior and lateral posi- 
tion, and the fibers from the maxillary division, the 
intermediate area. 

From their studies the authors conclude that if a 
subtotal or differential section of the sensory root is 
performed, it should be done very close to the gan- 
glion to make certain that all of the fibers of the de- 
sired division are sectioned. 


Spiller, W. G., and Frazier, C. H.: Tic Douloureux: 
Anatomical and Clinical Basis for Subtotal 
Section of the Sensory Root of the Trigeminal 
Nerve. Arch. Neurol. & Psychiat., 1933, XXxix, 50. 


Spiller reviews the experimental anatomical data 
with reference to operations directed toward sub- 
total section of the sensory root of the trigeminal 
nerve. He takes issue with the statement of van 
Nouhuys that the sensory root of the fifth nerve is 
not composed of three parts corresponding to the 
three peripheral branches from the gasserian gan- 
glion. He presents evidence from his own observa- 
tions and those of others which tends to prove that 
there is a fascicular arrangement throughout the 
various parts of the trigeminal nerve. 
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Frazier discusses clinical data on the basis of a 
series of cases selected at random from his expe- 
rience during the past seventeen years. He states 
that he was convinced by his early experience that, 
at least at the point where the sensory root enters 
the ganglion, the inner, the middle, and the outer 
thirds supply corresponding portions of the ganglion 
and the ophthalmic, maxillary, and mandibular 
divisions peripheral to the ganglion. In cases in 
which the pain was referred only to the third divi- 
sion, only the outer third of the root was divided, 
and in those in which the pain was referred only to 
the second division, only the middle portion of the 
root was divided. While an exact subdivision of the 
root into thirds was not always possible, he found it 
necessary to leave only one or two fasciculi of the 
inner and outer portions of the root intact to supply 
the remaining two-thirds of the ganglion when oper- 
ation was directed at the second division. 

From the clinical evidence he concludes that the 
outer portion of the root supplies the outer portion 
of the ganglion and the mandibular division, the 
middle portion of the root supplies the middle por- 
tion of the ganglion and the maxillary division, and 
the inner portion of the root supplies the inner por- 
tion of the ganglion and the ophthalmic division. 

HALE Haven, M.D. 


Findlay, J. P.: Facial Paralysis Due to Toxic In- 
flammation of the Geniculate Ganglion. Med. 
J. Australia, 1933, i, 251. 


The author discusses the syndrome following in- 
flammation of the geniculate ganglion, the Ramsey- 
Hunt syndrome. This consists of: (1) intense 
otalgia and tinnitus, (2) facial paralysis on the side 
of the lesion, (3) loss of taste, and (4) herpes zoster 
on*the drum membrane, the walls of the external 
canal, the external meatus, the cavum concha, the 
antitragus, the antihelix, and part of the lobule. 

If the inflammation extends proximally and in- 
volves the eighth nerve, vertigo, nystagmus, and 
vomiting may result. 

The treatment indicated is massage, electrical 
treatment and removal of focal infection. 

Five cases are reported briefly. 

Leo M. Davinvorr, M.D. 


Duel, A. B.: Clinical Experiences in Surgical Treat- 
ment of Facial Palsy by Autoplastic Nerve 
Grafts: The Ballance-Duel Method. Arch. 
Otolaryngol., 1932, Xvi, 767. 

The practical outcome of the work of Ballance 
and Duel, so far as otologists are concerned, is the 
fact that their experiments led them to deprecate 
anastomosis of the facial nerve with one of the adja- 
cent nerves in the neck as a method of restoring lost 
facial function and to advise, in place of this method, 
the use of an autoplastic graft to bridge the gap 
from the proximal to the distal segment caused by 
injury or disease. 

Twelve cases are reported and the results of opera- 
tion in four of them are shown. In many of the 


cases it is too early to predict how complete the re- 
covery will be. 

The area of destruction of the nerve varied from 
15 to 40 mm. in length. 

It seems certain that even most careful observa- 
tion of the face by the anaesthetist during the opera- 
tion for sudden spasm of the muscles as an indication 
of injury of the nerve is unreliable. Trauma severe 
enough to cause facial palsy may be inflicted without 
any observed spasm, and while spasm may be in- 
formative at times when seen positively, its absence 
is not an accurate indication of whether, when, or 
how extensive an injury to the facial nerve may have 
occurred. 

These experiences point conclusively also to the 
advisability of uncovering the nerve at once when- 
ever facial palsy immediately follows an operation 
on the mastoid, in order to determine the extent of 
the damage. Compression or slight injuries may 
then be remedied by decompression, with assurance 
that in many cases there will be complete or nearly 
complete recovery. 

In many cases prompt inspection will show that 
the accident has destroyed or damaged a longer seg- 
ment of nerve. Immediate operation will permit 
decompression of the nerve above or below the point 
of injury in time to avert the dire consequences of 
prolonged inflammatory compression. A _ suitable 
graft may be introduced to replace the damaged 
segment at once. As there can be only slight atrophy 
of the muscles from non-use, a quick and more per- 
fect recovery is assured. 

In his experiments on animals the author demon- 
strated definitely that any autoplastic nerve graft, 
either motor or sensory, with the direction of the 
proximal and distal ends either maintained or re- 
versed, will successfully bridge the gap and restore 
the function of a divided facial nerve. 

Although the external respiratory nerve of Bell 
was originally suggested as the source of the graft, 
Duel gives several reasons why an intercostal nerve 
is the more practical. 

Delay of operation may result in failure. 

Operating in a suppurating field demands great 
subsequent care to prevent necrosis of the graft until 
it is protected by healthy granulations. 

Rules for the care and dressing of the area are 
given. James Barrett Brown, M.D. 


SPINAL CORD AND ITS COVERINGS 


Kernohan, J. W., Woltman, H. W., and Adson, A. 
W.: Gliomata Arising from the Region of the 
Cauda Equina: Clinical, Surgical, and Histo- 
logical Considerations. Arch. Neurol. & Psychiat., 
1933, XXix, 287. 

The authors state that the filum terminale is not 
the rudiment which it is generally supposed to be. 
It is made up of all of the elements which are pres- 
ent in the spinal cord, namely, glial cells, especially 
astrocytes and some oligodendroglial cells. However, 
no microglial cells were found in any of the normal 
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tissue examined. Ganglion cells were common, but 
none was normal. There were many neuroblasts or 
immature forms of ganglion cells. Many axis cylinders 
were also present. Myelin was demonstrated in con- 
siderable amounts in some cases and was almost ab- 
sent in others. The most interesting histological fea- 
ture of the filum terminale was the masses of ependy- 
mal cells distributed throughout its entire length. 

In more than 80 per cent of the cases of glioma 
studied by the authors the initial complaint was 
pain, and in about 8 per cent it was weakness. 
Sphincteric disturbances were present in 32 per cent, 
but were not the first complaint in any. As might be 
anticipated from this group of symptoms, an early 
diagnosis is often difficult and may be impossible. 

In eight of the cases studied both the patellar and 
the Achilles tendon reflexes were normal. In seven 
cases, roentgenograms were of aid in the diagnosis 
of tumor. Camp and Adson recently called attention 
to the importance of a more careful study of the 
pedicles, which are often eroded in cases of tumor. 
In eighteen of the cases studied the spinal fluid 
removed was yellow, and in eight the needle entered 
the tumor. 

Eighteen of the tumors reviewed by the authors 
arose from the filum terminale and seven involved 
the conus medullaris and the filum terminale. 

As a rule gliomata arising from the region of the 
cauda equina originate from a single area in the 
filum terminale, but occasionally they appear to 
have originated in several areas and to have coai- 
esced. They are soft and usually very vascular and 
capable of producing erosions of the laminz, the 
pedicles, and the bodies of the vertebra. They cause 
thinning of the meninges, but rarely break through 
them to invade the adjacent tissues. The authors 
have never seen them invade nerve trunks. They 
grow between the roots of the cauda equina and ex- 
tend along the roots into the intravertebral spaces, 
making extirpation very tedious. When the patient 
presents himself for surgical relief, the tumor is 
usually very large and extensive. It often extends 
from the eleventh dorsal vertebra to the sacrum. 

Of the eighteen tumors of the filum terminale 
studied by the authors, fifteen were completely re- 
moved and three were partially removed. Recovery 
without recurrence for periods up to thirteen years 
was obtained by removal of the tumor and wide 
resection of the filum terminale, but only partial 
and temporary relief was obtained by partial re- 
section, decompression, and roentgen therapy. The 
degree of recovery depends more on the compres- 
sion of the conus medullaris than on pressure of the 
roots. The symptoms from root pressure disappear 
satisfactorily following removal of the tumor. In 
the cases reviewed there was one postoperative 
death, that of a senile patient who died on the 
seventh day from coronary occlusion. The three pa- 
tients treated by partial removal of the tumor died 
from three to four years after the operation. Two of 
them died presumably from pyelonephritis and one 
from an ependymoma of the medulla. 
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Of the seven cases in which the lesion involved 
the conus medullaris and the filum terminale, com- 
plete resection of the tumor was done in one and 
partial resection in six. In the latter the resection 
of the conus failed to include all of the tumor even 
though it was done as high as the lower border of the 
eleventh dorsal vertebra. In two, prolonged partial 
relief was obtained, the patients recovering to the 
extent that they were able to carry on their regular 
vocations for three years. In the others there was 
no appreciable improvement. 

From these results it is apparent that for complete 
removal of a tumor of the filum terminale an early 
diagnosis is essential. Complete removal gives bet- 
ter results than partial resection although it is 
tedious and time-consuming and may require per- 
formance of the operation in stages in order to avoid 
too great surgical shock. 

Resection of the conus medullaris containing the 
tumor is justifiable if there is a fair prospect of in- 
cluding all visible growth. 


Caraffa, J. B.: A Surgically Treated Extradural 
Fibroma (Fibrome extradural opéré). Rev. Sud.- 
Am. de med. et de chir., 1932, iii, 945. 


Caraffa reports an extradural fibroma occurring in 
a man twenty-four years old. The first symptom, 
pain radiating from the waist into the lower extrem- 
ities, was noted a year prior to operation. Weakness 
of the lower extremities was first noticed two and a 
half months later and progressed to spastic para- 
plegia. Other symptoms were painful contraction 
and numbness of the lower extremities, frequency of 
urination, transitory numbness of the hands and 
forearms, bilateral ankle clonus, a bilateral positive 
Babinski reaction, and a spastic gait. 

The suboccipital injection of 1.5 c.cm. of lipiodol 
disclosed a block at the level of the first and second 
dorsal vertebra. Operation revealed a hard, extra- 
dural fibroma, about the size of a small hazelnut, 
which was adherent to the lamella between the 
seventh cervical and first thoracic vertebra. Fifty- 
five days after the operation the patient was able 
to walk without aid although his gait was slightly 
spastic and the pyramidal symptoms persisted. 

The author emphasizes the value of lipiodol in the 
localization of such tumors and states that early 
diagnosis is of primary importance for successful 
operation. ANTHONY STURDEVANT, M.D. 


PERIPHERAL NERVES 


Farneti, I. P.: The Physiotherapeutic Treatment of 
Neuralgias of the Brachial Plexus (Il tratta- 
mento fisioterapico nelle nevralgie del plesso 
brachiale). Policlin., Rome, 1932, xxxix, sez. med. 
621. 


In forty-two cases of brachial neuralgia the author 
experimented with various physiotherapeutic pro- 
cedures. Erythema doses of ultraviolet irradiation 
gave the best results in cases of so-called essential 
or idiopathic neuralgias, and diathermy the best 
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results in cases of secondary brachial neuralgias due 
to arthritic changes of the cervical spine. Farneti 
is of the opinion that the ultraviolet rays cause a 
reflex action modifying the circulation in the nutri- 
tive vessels of the affected nerves and a secondary 
general reaction of a humoral nature. 

In the application of diathermy to the cervical 
spine he applies the active electrode (a plate meas- 
uring 8 by 12 cm., moulded, and held in place with 
wide rubber bands) over the cervical spine, and one 
of two indifferent electrodes (measuring about 9 
by 18 cm., both connected to the same pole of the 
machine, and moulded) over the lower third of each 
arm. He believes that this method brings maximal 
heat to the cervical spine and yields better results 
than methods employed previously. 

Davip Joun Impastato, M.D. 


Conway, F. M.: Traumatic Ulnar Neuritis. Avn. 
Surg., 1933, XCvii, 425. 

In injuries about the elbow joint the ulnar nerve 
is especially vulnerable to trauma. Conway de- 
scribes a neuritis which may develop as a late 
sequel to fractures of the external condyle of the 
humerus. Such fractures may be difficult to reduce. 
When reduction is incomplete a fair functional re- 
sult may be obtained, but the forearm is deviated 
outward with an increased carrying angle. The de- 
formity increases with time because of overgrowth 
of the medial condyle as compared with the external 


condyle. The ulnar nerve in its bed behind the 
medial condyle is stretched with each flexion of the 
forearm. A similar condition may obtain when the 
ulnar nerve is hypermobile and slips forward on the 
epicondyle. 

Such trauma, long continued, may result in a 
compression neuritis of the ulnar nerve. On histo- 
logical examination the nerve then shows the picture 
of chronic interstitial neuritis. The neuritis may lead 
to partial or complete paralysis of the ulnar nerve 
with analgesia of the small finger and ulnar border 
of the hand and, in advanced cases, paresis and 
atrophy of the muscles supplied by the nerve with 
characteristic weakness and claw-hand deformity. 

The four possible methods of treatment are sim- 
ple freeing of the nerve in its bed, the gouging out 
of a posterior condylar channel, supracondylar os- 
teotomy of the internal condyle, and transplantation 
of the ulnar nerve from its groove to a new bed an- 
terior to the medial epicondyle. The last is the only 
method free from serious objections. It is the method 
recommended by Conway. 

In the case reported in this article the injury to the 
elbow occurred when the patient was two years old. 
The lateral epicondyle was not replaced, and twenty 
years later paralysis of the ulnar nerve occurred 
with the changes described. Such a long latent period 
is very characteristic. Neurolysis performed under 
local anesthesia was followed by almost complete 
relief of the symptoms. Joun W. Epton, M.D. 
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CHEST WALL AND BREAST 


Taddei A.: The Bleeding Nipple (Contributo allo 
studio della mammella sanguinante). Clin. chir., 
1932, Vili, 763. 

The author reports a study of four cases of bleed- 
ing nipple. From his findings and a review of the 
literature he concludes that bleeding from the nip- 
ple is a sign characteristic of intracanalicular den- 
drical epithelioma. As he believes that this neo- 
plasm may become malignant, he advises radical 
removal of the breast with resection of the axillary 
lymph nodes. Peter A. Rost, M.D. 


Pettinari, V.: Tuberculosis in Resistant Organs. 
Tuberculosis of the Breast (Contributo alla co- 
noscenza della tubercolosi in organi refrattari. La 
tubercolosi della mammella). Clin. chir., 1932, 
viii, 794. 

The author reports the case of a woman fifty- 
eight years old who, for a year prior to her admis- 
sion to the clinic, suffered from bilateral pleurisy 
and cervical adenitis. Treatment of the cervical 
lymph nodes by roentgen irradiation was followed 
by improvement. The patient then remained rela- 
tively well for about seven months, but at the end 
of that time a painful mass the size of an apple 
appeared in the left axilla. Treatment of this mass 
with the X-rays caused it to disappear, but it soon 
recurred. About a month prior to the patient’s 
admission to the clinic a small mass appeared in 
the upper outer quadrant of the left breast and 
grew rapidly up to the size of a large apple. The 
general history revealed nothing of importance. 

Examination of the left breast disclosed a firm, 
irregular, nodular tumor which in places was at- 
tached to the skin and in places was somewhat 
soft. The neoplasm was not adherent to the under- 
lying structures. The nipple was retracted and 
adherent to the mass. No secretion could be ex- 
pressed from the nipple. In the region of the left 
axilla there was a somewhat larger mass which in 
some areas was firm and in others soft and dis- 
tinctly fluctuant. This mass was fixed to the skin 
and the deeper structures. Roentgen examination 
of the chest revealed clouding of both apices, signs 
of bilateral basal pleurisy, calcified hilus glands, 
and a marked increase in the pulmonary markings. 

Because of the previous failure of conservative 
measures, radical resection of the breast with re- 
moval of the axillary structures was done. Section 
of the breast revealed areas of fibrosis containing 
small abscess cavities without definite areas of 
caseation. Inoculation of a guinea pig with material 
obtained from the breast showed tuberculosis. 
Histological examination of the tissue disclosed four 
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different types of reaction: (1) typical tuberculous 
lesions showing little tendency toward caseation 
and readily going on to sclerosis; (2) areas of dif- 
fuse lymphocytic infiltration, particularly around 
the acini and blood vessels; (3) areas of diffuse 
sclerosis with small inflammatory foci; and (4) dis- 
tinctly granulomatous areas rich in blood vessels 
with but few specific elements. 

The author reviews the literature and discusses 
the pathogenesis of tuberculosis of the breast. He 
concludes that in the case reported the infection 
was retrograde from the axillary lymph glands to 
the breast. He believes that the breast is ordinarily 
resistant to infection by the tubercle bacillus, and 
that tuberculosis of the breast is relatively benign 
and may be cured by excision. Radical excision is 
to be preferred because it removes all of the involved 
lymph channels, but in cases of early circumscribed 
lesions in young girls, in whom cosmetic results are 
desirable, local excision may be attempted. Care 
should be taken during the operation to prevent 
contamination of the surrounding tissues. 

PETER A. Rost, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Stivers, G. L.: Closing of Tuberculous Lung Cavi- 
ties by Intrapleural Pneumolysis. New Eng- 
land J. Med., 1933, ccviii, 469. 


Extensive adhesions in the chest may be removed 
by wide thoracotomy, but this operation is done 
only in exceptional cases. The procedure of choice 
in most cases is closed intrapleural pneumolysis, 
which is performed through a small puncture wound 
in the chest wall with the aid of the thoracoscope. 
The thoracoscope is usually introduced at the sixth 
or seventh intercostal space, about 3 in. from the 
spine. The cautery is inserted through the chest 
wall at a site depending upon the location of the 
bands to be cut. 

The most common varieties of adhesions are: 

1. String-like bands, small in diameter, varying 
considerably in length, white and shiny, and devoid 
of blood vessels and lung tissue. These are the type 
most often seen at operation. They are usually 
located in the lower two-thirds of the chest cavity. 

2. Heavy, very fibrous bands which are round 
and short and usually contain lung tissue to within 
a short distance of their insertion in the chest wall. 
Their origin is frequently a cavity in the lung. They 
usually occur in the upper third of the pleural 
cavity and can be reached if the cautery is intro- 
duced in the third interspace at the anterior axil- 
lary line. 

3. A broad, fan-shaped adhesion which is usually 
quite fibrous, varies in thickness, but is exceedingly 
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broad, is attached to a large area of the chest wall, 
and contains numerous blood vessels. 

Not all of the bands seen through the thoraco- 
scope can be severed. Anterior and posterior ad- 
hesions are often located so near the mediastinum 
and its great vessels that cauterization is contra- 
indicated. 

The author reports a series of twenty cases in 
which artificial pneumothorax and intrapleural pneu- 
molysis gave favorable results. 

Joun H. Gartock, M.D. 


Alexander, J.: Total Pulmonary Lobectomy: A 
Simple and Effective Two-Stage Technique. 
Surg., Gynec. & Obst., 1933, lvi, 658. 

The difficulty of the technical problems connected 
with total lobectomy is evidenced in the mortality of 
53-4 per cent in 127 cases collected by the author in 
which recent improvements in technique were not 
applied. Alexander reports 18 cases in which there 
were 3 deaths, a mortality of 16.6 per cent, and de- 
scribes the technique whereby the mortality was 
lowered. 

The 2 types of lesions to which pulmonary lobec- 
tomy is particularly applicable are the common cen- 
tral type of bronchiectasis and extensive pulmonary 
abscesses which are sometimes associated with bron- 
chiectasis. 

Therapeutic measures such as phrenicectomy, a 
modified sanatorium régime, postural drainage, and 
conservative treatment of sinus infections should be 
carried out prior to the lobectomy. 

Just before operation a dose of morphine without 
atropin which will not abolish the cough reflex is 
given. The patient is placed in a 15-degree Tren- 
delenburg position on the operating table and under 
local anesthesia the sixth, seventh, and eighth ribs 
are resected from the tips of the transverse vertebral 
processes to the posterior axillary line. Nitrous oxide 
and oxygen are then given under positive pressure 
through a snugly fitting mask and the parietal pleura 
is widely incised. If pleural adhesions over the dis- 
eased lobe seem separable, the exposed parietal 
pleura between the fifth and ninth ribs is completely 
excised to give free exposure of the lung. 

If the adhesions investing the lobe seem tough and 
their division is difficult and slow, the operation is 
abandoned and Graham’s cautery pneumectomy is 
carried out. 

If the adhesions are friable, the lobe is entirely 
freed by finger dissection up to, and including, the 
interlobar fissure. The next step is very gentle 
stroking of every portion of the mediastinal, costal, 
diaphragmatic, and visceral pleura (except that of 
the diseased lobe) with dry gauze held on the fingers. 
Such stroking of the pleura produces a protective 
barrier of sterile traumatic inflammatory exudate on 
and under the pleura and causes the formation of 
firm adhesions between the entire lung and its in- 
vesting parietal pleura. Asa result, the mediastinum 
becomes ‘“‘stabilized.”” After completion of the 
stroking, the wound is closed tightly in layers. 


The traumatic effusion which ensues may either 
be aspirated or removed by means of a fenestrated 
tube brought out through a stab wound. The free 
end of the tube is anchored beneath a sterile solution 
in a bottle. 

After the first stage, postural drainage is contin- 
ued and only enough opiates are given to relieve the 
pain without abolishing the cough reflex. 

Twelve days later the second stage of the opera- 
tion is carried out under nitrous oxide-oxygen anas- 
thesia induced under positive pressure to keep the 
newly adherent undiseased lobe from retracting 
from the thoracic wall. The wound is re-opened 
digitally, the diseased lobe freed from its adhesions, 
and a liver needle threaded with 80 cm. of heavy 
braided silk passed through the hilum of the diseased 
lobe. The suture is divided and each half of the 
hilum ligated tightly with the respective segment of 
silk before each pair of ligatures is made to encircle 
the entire hilum. A catheter with its distal end 
clamped is introduced into the lower pleural cavity 
alongside the lung for intermittent instillations of 
Dakin’s fluid, and the incision is tightly closed. 

After two or three days the incision is re-opened 
and the pleural space around the gangrenous lobe is 
loosely packed daily with acriflavine gauze until the 
lobe falls away spontaneously. 

Other modern methods of lobectomy are critically 
considered. The author believes the success of the 
operation depends upon meticulous pre-operative, 
operative, and postoperative care. 

FRANKLIN E. WALTON, M.D. 


CSOPHAGUS AND MEDIASTINUM 


Pavlonskij, J.: Removal of Foreign Bodies from the 
(sophagus by Means of External Gsophagot- 
omy (Beitraege zur Frage ueber Entfernung der 
Fremdkoerper aus der Speiseroehre mittels aeusserer 
Oesophagotomie). Nov. chir. Arch., 1932, XXv, 350. 


The author bases his discussion on 142 cases, 71 
of which have been published in the literature since 
1912 (Hacker’s statistics), 69 of which were re- 
ported to him in replies to a questionnaire sent to 
Russian surgeons, and 2 of which were his own. 

For the removal of swallowed foreign bodies from 
the oesophagus non-operative and operative methods 
are employed. To the first belong: (1) procedures in 
which the foreign body is removed through the 
mouth with various instruments or is pushed down 
into the stomach; (2) removal under X-ray control; 
and (3) removal by means of the cesophagoscope. 
To the operative group belong: (1) pharyngotomy; 
(2) lateral tracheotomy; (3) cervical and thoracic 
external cesophagotomy; and (4) gastrotomy. 

In some of the cases reviewed the older methods, 
bringing up of the swallowed foreign body by means 
of various specially constructed coin catchers and 
cesophagus forceps and hooks or pushing it down 
into the stomach by means of knob bougies, were 
successful. However, these procedures are asso- 
ciated with such great danger (injury of the ceso- 
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phageal wall with subsequent fatal mediastinitis) 
and are so often unsuccessful that they are now usu- 
ally avoided. 

Removal of the foreign body under X-ray control 
deserves more consideration, as to a certain extent 
the entire procedure can be carried out under direct 
observation. Nevertheless, this method should be 
limited to the removal of foreign bodies with smooth 
surfaces; it should not be used for the removal of im- 
pacted objects with sharp-pointed edges or ends. 

The great majority of foreign bodies may be re- 
moved with the cesophagoscope. However, this 
method fails in from 5 to 9 per cent of the cases and 
has a mortality of from 7 to 8 per cent even when it 
is used by experts. It should be employed only by 
specialists who have thoroughly mastered the art of 
oesophagoscopy. 

In a case of foreign body with sharp edges (bone 
or dental prosthesis), external cesophagotomy must 
be performed immediately if one or two attempts at 
csophagoscopic removal are unsuccessful. When 
an cesophagoscope is not available, as may be the 


case in rural districts, operation should be performed 
as soon as the diagnosis is made, without losing 
the time necessary to transport the patient to a 
specialist. 

When external cesophagotomy is performed be- 
fore the onset of complications, it has a relatively 
low mortality (7 to 8 per cent). In the 142 cases re- 
viewed by the author the operative results were re- 
covery in 123 cases and death in 19 cases (13.4 per 
cent). The operation is classed as an emergency 
procedure and is regularly carried out as such in 
surgical centers. 

In conclusion the author warns against unneces- 
sary operation for the removal of a swallowed foreign 
body and recommends that immediately before op- 
eration is undertaken an examination be made to 
determine whether the foreign body is in the cesopha- 
gus. He states that there are numerous reports of 
cases in which a foreign body known to be in the 
cesophagus the night before the operation, was 
found at operation the next day in the lower part of 
the gastro-intestinal tract. G. Attpov (Z). 
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ABDOMINAL WALL AND PERITONEUM 


Koontz, A. R.: Preserved Fascia in Hernia Repair, 
with Special Reference to Large Postoperative 
Herniz. Arch. Surg., 1933, XXvi, 500. 


The author reports a method for the repair of large 
postoperative hernie by the use of animal fascia 
preserved in alcohol. Following excision of the 
hernial sac the defect is closed by a running suture of 
strips of autogenous fascia lata. When the hernia 
is so large that the defect cannot be completely 
closed by approximating the fascial edges with these 
strips, closure is effected so far as possible with a 
running suture of preserved ox fascia, a free sheet of 
preserved ox fascia is sutured into the remaining 
defect by a continuation of the same stitch, and a 
lacework re-enforcing suture line of fascial strips is 
placed over the implant. In the cases of obese 
persons, serum tends to collect between the fat and 
fascia. Therefore in such cases the author establishes 
drainage through a stab wound in the flank made in 
the most dependent portion of the undermined area. 

Joun H. Gartock, M.D. 


GASTRO-INTESTINAL TRACT 


Cusani, M.: Experimental Studies of Gastric 
Plication (Ricerche sperimentali sulla “‘plicatio 
gastrica’”’). Clin. chir., 1932, viii, 1200. 

Gastric plication may be useful as a supplement 
to gastro-enterostomy. To ascertain whether it has 
any harmful effects on the function of the stomach, 
Cusani performed it in nine dogs and then examined 
the stomach histologically. He presents photographs 
and photomicrographs made in the cases of some of 
the animals. As he found the operation to be simple 
and without disadvantages, he concludes that it 
may well be included in the surgery of circumscribed 
morbid processes of the stomach in man. 

EvuGENE T. Leppy, M.D. 


Martzloff, K. H., and Suckow, G. R.: Wound Heal- 
ing in Anterior Gastro-Enterostomy Following 
Various Methods of Suture. An Experimental 
Study in Dogs. Arch. Surg., 1933, xxvi, 345. 


In experiments on forty-two dogs seven sutures 
methods were used in doing a gastro-enterostomy or 
gastrojejunostomy. The suture material was No. o 
silk or No. 00 catgut. After the operation the dogs 
were given water as soon as they were able to toler- 
ate it. On the fourth day, milk and hamburger 
steak were added to the rations. On the sixth day, 
ordinary kennel food, milk, and dried horse meat 
were given. No attempt was made to shield the 
gastro-intestinal wound from contact with coarse 
foods. The animals were killed with chloroform six, 
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nine, fourteen, twenty, and twenty-seven days after 
ne operation and necropsy was performed immedi- 
ately. 

The objects of the experiment were to determine 
the state of wound healing and the degree of inflam- 
mation after the different methods of suture; to 
note whether serosal inclusions or cysts, which for 
brevity are termed ‘‘appositional rests,’’ would form 
on apposed serosal surfaces of the gastro-intestinal 
anastomosis; and to determine whether structures 
called ‘“‘mucosal rests” or “inclusions” which are 
found in the operative area usually on the intestinal 
side of the anastomosis and only after the use of silk 
ligatures were present. 

The types of suture were the following: 

Method 1. The Connell suture, a continuous 
through-and-through mattress suture of catgut. 

Method 2. After the first tier of silk was placed, 
the stomach and intestines were incised and a con- 
tinuous suture of catgut was placed as a through- 
and-through lock stitch or buttonhole suture includ- 
ing the entire thickness of both walls. 

Method 3. A continuous suture of catgut was 
passed from side to side, the so-called ‘‘ baseball 
stitch.” 

Method 4. This was the Halsted presection 
method, consisting of a single row of presection 
Halsted sutures of silk. 

Method 5. This was a continuous second suture 
of catgut passed through all of the coats of the 
stomach and intestine after they had been incised. 

Method 6. The first suture was a continuous su- 
ture of silk. The stomach and intestine were then 
incised down to the submucosa and a continuous 
suture of catgut was placed through the serosa and 
muscularis, care being used not to pierce the mucosa. 
The mucosa was sutured with a continuous suture of 
catgut. 

Method 7. This was the same as Method 6 ex- 
cept that the mucosa was not sutured, haemostasis 
being effected by ligation of individual bleeding 
points. 

The most rapid and uncomplicated healing was 
obtained by the use of a single layer of serosub- 
mucosal presection silk sutures (Method 4). This 
fact was interpreted as indicating that separate su- 
ture of the mucosa is not only unnecessary for rapid 
mucosal healing, but is probably a retarding factor 
and therefore undesirable. The next most rapid 
healing occurred after the use of Methods 1 (Con- 
nell suture), 3 (baseball stitch), and 6 (three-tier 
suture). 

From the standpoint of firm union along the line 
of apposition there was very little difference. In 
some of the specimens of early healing after the use 
of Method 5 (ordinary continuous suture) most 
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marked inflammatory changes were discovered. 
Mucosal healing was most rapid following the use of 
Method 4 (one-layer presection suture). It occurred 
next most quickly, mentioned in order of decreasing 
rapidity, after Methods 3, 6, 5, and 1. Between the 
results of Methods 6, 5, and 1 there was little differ- 
ence. 

When the mucosa had been pierced by a silk su- 
ture mucosal inclusions developed in the intestinal 
wall. Eversion of the mucosa was found to cause 
displaced epithelium to develop in the line of gastro- 
duodenal apposition and occurred frequently after 
the use of Methods 3 and 5. 

The best healing of the posterior aspect of the 
gastroduodenal ostium was.obtained after an inner 
row suture passed through all of the coats of the 
stomach as an ordinary continuous stitch or after a 
similar stitch passed through the serosa and sub- 
mucosa, the cut edges of the mucosa being left free. 

Nothing that could be interpreted as a serosal in- 
clusion was observed in this study. 

SAMUEL J. FoGELson, M.D. 


McIver, M. A.: Acute Intestinal Obstruction. 
Third Installment. Am. J. Surg., 1933, xix, 570. 


The common sites of internal hernia are the intra- 
abdominal fossa, which occur most frequently in 
the region of the ligament of Treitz in the so-called 
fossa duodenojejunalis and in the region of the 
junction of the ileum with the cecum. Rarely, an 
internal hernia is found in relation to the sigmoid, 
in the intersigmoid fossa formed by the opening 
in the mesocolon occurring on the left side of the 
sigmoid over the bifurcation of the iliac vessels. 
Extremely rarely the bowel may herniate into the 
letter peritoneal cavity through the foramen of 
Winslow. Herniation may occur also through the 
diaphragm and through openings in the mesentery, 
omentum, and broad ligaments of the uterus. Such 
openings occur most frequently in the mesentery 
of the lower ileum and are usually circumscribed 
by an anastomosis between the ileocolic branch of 
the superior mesenteric artery and the last of the 
intestinal arteries. 

Congenital anomalies which may cause intestinal 
obstruction are of three types: (1) atresias, (2) de- 
fects in rotation which may cause volvulus, and 
(3) Meckel’s diverticulum. 

Of the 355 cases of intestinal obstruction re- 
viewed by the author, a gall stone was responsible 
for the obstruction in 5. Gall stones large enough 
to produce ileus usually gain entrance to the in- 
testinal tract by rupture from the gall bladder 
into the gut. They produce ileus either because of 
their size, or because they incite a spasm of the 
intestinal musculature. Gall-stone ileus occurs 
much more frequently in females than in males. 
Of the 5 patients with this condition whose cases 
are reviewed by the author, all were females. The 
symptoms may be acute in the beginning, but are 
often subacute for a number of days or weeks be- 
fore they become acute. 


Acute intestinal obstruction may be caused also 
by accumulations of food, foreign bodies such as 
hair balls and pieces of wood, enteroliths composed 
of inorganic salts, intestinal parasites, especially 
ascaris lumbricoides, and bismuth and barium ad- 
ministered by mouth for examination of the gastro- 
intestinal tract. ALTON OcHSNER, M.D. 


Akerlund, A.: Direct Roentgenological Diagnosis 
of Tumors of the Small Intestine (Zur direkten 
Roentgendiagnostik der Duenndarmtumoren). Acta 
chirurg. Scand., 1932, 1xxi, i. 


Heretofore, X-ray examination was of little value 
in diseases of the small bowel until the stage of 
stenosis was reached and even then it permitted 
only recognition of the presence of the ileus and 
not the cause. Recent advances in roentgenological 
technique now permit a diagnosis of tumor of the 
small bowel at a relatively early stage, before the 
phenomena of obstruction have appeared. The 
diagnosis is based on a careful study of the shadow 
cast by the rug of the bowel. Such examination 
with the aid of a contrast medium is indicated when- 
ever persistent melwna or symptoms of obstruction 
are present and ordinary X-ray studies of the stom- 
ach and colon are negative. The opaque medium 
is usually administered by mouth, and its passage 
into the small intestine is facilitated by massage 
and having the patient lie on the right side. Fre- 
quent fluoroscopic observations are made and serial 
roentgenograms are taken when indicated. 

The author reports four cases with positive 
roentgenological evidence of tumor infiltration of 
the small bowel without obstruction. The neoplasms 
were a hamangiosarcoma of the jejunum, an adeno- 
carcinoma of the colon with an ileocolic fistula, 


Fig. 1. Hamangiosarcoma of the jejunum. 


; 
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Fig. 2. 


Lymphogranulomatosis of the small intestine. 


adenocarcinomatosis of the peritoneum and small 
intestine, and lymphogranulomatosis of the small 
intestine. The diagnoses were confirmed at opera- 
tion. 

The principal local roentgenological signs of tu- 
mor infiltration of the small intestine are a change 
of the normal mucosal relief in a circumscribed 
segment, rigidity and inelasticity on palpation, ten- 
derness and palpable resistance at the site of the 
neoplasm, a constant filling defect, niche formation 
with persisting patches of opaque substance, and 
local prestenotic pseudo-diverticula formation. The 
roentgenological differential diagnosis between tu- 
mors and tuberculous infiltration, tuberculous stric- 
tures, adhesion strangulations, and normal peristal- 
tic shadows is briefly described. 

Leo M. ZimMerRMAN, M.D. 


Weber, H. M.: Carcinoma of the Colon: Its Roent- 
genological Manifestations and Differential 
Diagnosis. Am. J. Cancer, 1933, xvii, 321. 


Roentgenological examination is essentially a 
special method of determining only those features of 
disease which are apparent to the eye and hand on 
direct examination of the specimen. 

Carcinoma is by far the most commonly en- 
countered malignant lesion of the colon. Sarcoma is 
extremely rare. Its gross features usually indicate 
its malignant nature, but a definite diagnosis is 
possible only by microscopic examination. 

Morphologically, carcinomata of the colon may 
be classified into the following three groups: (1) 


scirrhous or fibrocarcinoma, (2) medullary or poly- 
poid carcinoma, and (3) mucoid or gelatinous 
carcinoma. 

The earliest roentgenological examinations of the 
large intestine were carried out with the use of the 
opaque meal. It is now generally agreed that this 
method is incapable of yielding adequate informa- 
tion regarding organic lesions although it is indicate« 
in special instances. The investigative procedure of 
choice depends upon the method which will best 
demonstrate the deformity. The method demon- 
strating the deformity with maximum efficiency is 
the use of the opaque enema. 

Among the most valuable diagnostic procedures is 
a study of the relief patterns assumed by the mucosa 
of the intestine covered with a thin coat of opaque 
material. 

In special instances, when for some reason the usc 
of opaque salts may be contra-indicated, inert gase 
may be used. It is possible to obtain a satisfactory 
outline of the colon by insufflation, but the picture 
lacks the distinctness necessary for accurate diag 
nosis. 

The significant roentgenological features of lesion: 
of the colon are their intraluminal situation an: 
their failure to produce a roentgenologically demon 
strable deformity in the contours of the colon. 
When the tumor is large and situated in a segment 
of the colon which is accessible to palpation. 
roentgenoscopic examination will give reliable evi 
dence of its presence. 

The diagnosis of carcinoma of the colon require- 
the demonstration of a filling defect. The filling 
defect is produced chiefly by protrusion of the 
growth into the lumen of the bowel, but partly 
also by the decrease in the distensibility of the 
infiltrated intestinal wall. The roentgenologica! 
picture is in fact the shadow of a barium cast made 
with the lumen of the bowel as a matrix. When the 
outline of the colon distended with contrast materia! 
is found to be irregular, the examiner must deter- 
mine first whether the defect observed has an 
anatomical basis or is due to causes without an 
anatomical basis such as local accumulations of gas, 
fluid, and fecal matter in the colon. 

Diverticulitis is encountered practically only in 
the region of the sigmoid. Hyperplastic tuberculosis. 
ameebic granuloma, and mycotic affections of the 
bowel are designated as “specific granulomata.” 
They are much more readily distinguished fron 
carcinoma than from each other or from non 
specific granulomatous lesions. 

Rarely, chronic ulcerative colitis, specific or non 
specific, involves only a short segment of the colon. 
Organic stricture is exceedingly uncommon except a= 
a complication of chronic ulcerative colitis. 

Early diagnosis of carcinoma of the colon i- 
important. All changes in intestinal habit are in 
dications for a thorough roentgenological investiga 
tion of the intestinal tract. The author suggests tha! 
such an investigation might be included in routinc 
yearly examinations. 
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Finney, J. M. T., Jr.: Appendicitis; Some Ob- 
servations Based on a Review of 3,913 Opera- 
tive Cases. Surg., Gynec. & Obst., 1933, lvi, 360. 

The author includes in his discussion only cases in 
which there was a fairly definite history of 1 or more 
attacks, definite disease of the appendix was found 
at operation, and the appendectomy was not com- 
plicated by other operative procedures. On the 
basis of the history and the operative findings he 
divides the cases into the following 6 groups: 

(1) chronic cases in which there was a history of 

discomfort rather than of a definite sharp attack and 

cases without more than 1 acute flare-up, (2) chronic 
recurrent cases with 2 or more definite attacks and 
an interval operation, (3) subacute cases, in which 
operation was performed during or immediately 
after either a mild attack or an attack which was 
definitely subsiding, (4) acute cases without rupture 
of the appendix, in most of which gangrenous 
changes were found, (5) cases with rupture of the 
appendix and abscess, in which there was evidence 


of an attempt to wall off the infection, and (6) cases’ 


of ruptured appendix with peritonitis and little or 
no tendency toward walling off of the infection. 

The mortality among males was 3.32 per cent and 
the mortality among females 1.26 per cent. The 
total mortality was 2.325 per cent. In the cases 
operated upon by the house staff the mortality was 
slightly higher than in those operated upon by the 
visiting staff. The difference is attributed to the fact 
that among the cases operated upon by the house 
staff there were 20 per cent more cases with rup- 
ture of the appendix. In the cases of ruptured ap- 
pendix operated upon by the house staff the mor- 
tality was practically the same as the mortality in 
the cases operated upon by the visiting surgeon who 
had the largest number of cases and the widest ex- 
perience. 

The incidence of rupture of the appendix de- 
creased from 45.8 per cent in the period from 1900 
to 1905 to 18.17 per cent in the period from 1926 to 
1930. These figures are exclusive of the chronic and 
chronic recurrent cases. In spite of the decrease, the 
fact that rupture of the appendix occurs before 
operation in 1 out of every 5 cases indicates that 
considerable improvement is necessary in the diag- 
nosis and treatment of acute appendicitis. 

In an attempt to determine the reasons for the 
frequency of rupture of the appendix, Finney in- 
vestigated the frequency of the administration of 
cathartics in cases of abdominal pain. He found that 
cathartics had been given in from 30 to 60 per cent 
of cases of acute or subacute appendicitis which did 
not terminate fatally, in 20 per cent of the fatal 
cases of acute appendicitis without rupture of the 
appendix, in 83 per cent of the fatal cases with rup- 
ture and abscess, and in 73 per cent of the fatal cases 
with rupture and peritonitis. Another factor of im- 
portance in the incidence of rupture of the appendix 
is the time at which the diagnosis of appendicitis is 
made. Physicians should be able to recognize not 
only the more typical cases but also cases in which 


the cardinal signs are absent. The findings of most 
aid in the diagnosis are a localized point of tender- 
ness and a relative increase in the polymorpho- 
nuclear leucocytes. The leucocyte count as a whole 
is higher in the acute cases, but is not an infallible 
index of the severity of the inflammatory process. 
In all of the cases reviewed except those of acute ap- 
pendicitis without rupture of the appendix the 
counts averaged slightly less in the cases of males 
than in those of females. 

A third important factor in the incidence of rup- 
ture of the appendix is the time which elapses 
between the onset of the symptoms and operation. 
Rupture may occur within forty-eight hours. In 
2 cases reviewed it occurred within six hours. In the 
cases with peritonitis the mortality was 225 times 
the mortality in the chronic and chronic recurrent 
cases. Rupture of the appendix increases also the 
length of time the patient is obliged to stay in the 
hospital and therefore the cost of his illness. 

E. S. Piatt, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


D’Amato, Pascale, and Chiariello.: Chronic Hep- 
atitis, Including Cirrhosis ([patiti croniche 
comprese le cirrosi). Clin. chir., 1932, viii, 1443, 
1455. 

After reviewing the pathology of the different 
forms of chronic hepatitis and emphasizing the im- 
portance of a functional examination of the liver in 
surgery, the authors discuss the different surgical 
operations in the treatment of chronic hepatitis. 
The latter include Talma’s operation, which is suc- 
cessful in about 50 per cent of the cases, the forma- 
tion of an Eck fistula, and Ruotte’s operation, 
which consists in grafting the saphenous vein into 
the abdomen. Bogovaz proposed suturing the 
peripheral end of the inferior mesenteric vein into 
the inferior vena cava and has had some successful 
results from this procedure. Others have proposed 
continuous drainage of the ascitic fluid. Lambotte 
suggested capillary drainage with fine silk threads. 

All of these surgical methods act only on the 
mechanical factor of ascites, and while such action 
is of value, the ascites is, after all, only the result 
of the cirrhosis. The severity of the ascites de- 
pends upon the condition of the liver cells and the 
reticulo-endothelial cells. Surgical operation is in- 
dicated for the ascites only if the cirrhosis is not 
very far advanced, the liver responds fairly well to 
functional tests, and the function of the other or- 
gans is not very seriously affected. If there is any 
suspicion that the cirrhosis is syphilitic, anti-syphilis 
treatment should be tried before operation is con- 
sidered. As patients with cirrhosis are usually in 
poor condition to withstand a serious operation, 
surgery should always be associated with medical 
treatment to improve the condition of the liver cells. 

Cirrhosis of the liver is due to various causes. 
Neither the pathological nor the clinical picture is 
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uniform in all cases. Accordingly, each case must 
be studied individually. If there is reason to be- 
lieve that the condition is caused by cholecystitis 
and angiocholitis, an operation on the large bile 
ducts may be tried. However, serious harm may 
be done by too long deviation of the bile from the 
intestine. In cirrhosis of the liver associated with 
splenomegaly, splenectomy has sometimes been suc- 
cessful. Auprey Goss Morcan, M.D. 


Gohrbandt: Anastomosis of the Gall Bladder to 
the Stomach and Intestine (Anastomosen der 
Gallenblase mit dem Magen und Darmkanal). 
Zentralbl. f. Chir., 1932, p. 2700. 


Anastomosis of the stomach to the intestinal 
tract has been done for about forty-five years. 
Nussbaum was the first to perform the operation, 
and Winniwarter and Capeller repeated it a few 
years later. 

Anastomosis of the gall bladder to the stomach 
and intestinal tract is the method of choice in all 
irremediable benign or malignant strictures of the 
common duct and the papilla of Vater. The most 
favorable point of implantation, when there is no 
difficulty in performing the operation there, is the 
duedenum as anastomosis at this site most closely 
approximates the physiological relationships. When 
the anastomosis cannot be made in the duodenum 
it may be made anywhere except in the transverse 
colon. The transverse colon is unsatisfactory be- 


cause it has a high bacterial content and because a 
large part of the bile cannot be used. 

The indications for the operation are stenoses and 
strictures of the common duct and the papilla of 


Vater which cannot be overcome by other means. 
Gohrbandt extends the indications to stones im- 
pacted in the common duct and the papilla of Vater 
especially when removal of the stones would be a 
particularly difficult procedure which could not be 
borne by the patient. Gohrbandt obtained good re- 
sults in thirteen such cases. The first of the opera- 
tions was performed seven years ago. Good results 
depend upon the evacuation of the bile. In addi- 
tion, the author obtained good results from chole- 
cystoduodenostomy in cases of hepatic stones. 

In conclusion, Gohrbandt mentions another in- 
dication for this operation. In the examination of 
patients who have been subjected to cholecystectomy 
he has found that, even when no technical errors 
were made, from 6 to 8 per cent complain of severe 
postoperative symptoms which are merely a con- 
tinuation of their previous symptoms. It is interest- 
ing that these are precisely the cases in which few or 
no pathological changes could be demonstrated in 
the gall-bladder wall. Perhaps a harmless-looking 
little stone was found in the removed gall bladder. 
Gohrbandt has performed cholecystoduodenostomy 
in thirty cases in which no pathological process was 
evident in the wall of the gall bladder. To date, the 
patients have remained free from symptoms. 

In the discussion of this report HEYMANN con- 
firmed Gohrbandt’s observations concerning chole- 


cystectomy with no gall-bladder findings. He stated 
that he had seen many similar cases, and when his 
patients continued to have pain he re-operated upon 
them if they desired it. He was never able to find 
any obstruction or any explanation for the colic 
except a certain amount of stasis in the region of the 
bile ducts. If, at the second operation he provided 
for the outflow of bile by hepatoduodenostomy and 
gastro-enterostomy the symptoms were relieved. 
PETERMANN advised caution in the determination 
of the indications for anastomosis of the gall bladder 
and the gastro-intestinal tract in cases of impacted 
stones in the common duct or the papilla. He stated 
that the anastomosis of the cicatricially contracted 
gall bladder may be very difficult or impossible and 
the gall stones themselves may produce symptoms. 
Brier warned against useless re-operation which 
frequently aggravates the symptoms, and recom- 
mended the liver preparation ‘“‘choletonon” which 
he has often found of value. E. Traum (Z). 


Quick, B.: Acute Pancreatitis. Australian & New 

Zealand J. Surg., 1932, ii, 115. 

The incidence of acute pancreatitis is considerably 
higher than is generally believed. 

During the past four years 49 proved cases were 
admitted to the Alfred Hospital, Melbourne—1 
case in every 578 admissions. During the same 
period, 65 patients with perforated peptic ulcer were 
admitted. This ratio roughly approximates that re- 
ported by Schmieden and Sebening of the Frankfort 
Clinic—38 cases of pancreatitis to 63 cases of per- 
foration. 

The view that the primary lesion, necrosis of the 
pancreatic cells, is due to activation of ferments in 
situ is very generally held. The division of opinion 
occurs between those who accept the teaching of 
Maugeret, Deaver, and Mann that the cellular and 
other products of lymph-borne infection constitute 
the activating agents, and those (the majority), who 
believe that the process is one in which some me- 
chanical defect (blockage) or physiological error 
(spasm) at the biliary outlet brings about a reflux of 
bile into the pancreatic duct. This view may be re- 
ferred to as the “canalicular” theory of origin. 

In support of the canalicular theory of origin of 
pancreatitis as opposed to the theory attributing the 
condition to a lymph-borne infection, the author 
cites the following observations: 

1. The high incidence of associated cholelithiasis 
(from 50 to 70 per cent according to various reports; 
61 per cent in the cases reviewed). 

2. The ease of production of experimental pan- 
creatic necrosis following the forcible injection of 
sterile normal bile into the duct by syringe or the 
introduction of abnormal bile (infected, concen- 
trated, mucin-free) under a pressure approximating 
the physiological maximum. 

f the 49 patients whose cases are reviewed, 209 
were females. The ages of the patients ranged from 
fifteen years (male who died) to seventy-two years 
(male who recovered). Gall-bladder stones were 


SURGERY OF THE ABDOMEN 21 


present in 61 per cent of the cases, duct stones in 12 
per cent, and stones impacted at the ampulla in 6 
per cent. 

In several instances the common duct was found 
considerably distended without any demonstrable 
stone, yet the bile which escaped on incision of the 
duct carried with it mucinous flakes or flocculi. 

Acute pancreatic oedema was found in 18.4 per 
cent of the cases. This is manifested by a glassy 
cedema of the subperitoneal tissues over the pan- 
creas and in the immediate neighborhood of the 
visible bile passages. The oedematous fluid may be 
bile stained, and there may be a peritoneal effusion 
similarly tinged. Microscopic sections show no 
hemorrhage or necrosis of the pancreatic cells. The 
condition is analogous to that which Archibald pro- 
duced in cats by introducing clean bile from the gall 
bladder of the cat into its pancreatic duct. Archibald 
has suggested that acute oedema of the pancreas may 
explain many attacks of pain of doubtful origin in 
the upper half of the abdomen. 

Acute hemorrhagic pancreatitis (acute cellular 
pancreatic necrosis) was found in 69.4 per cent of the 
cases reviewed. The striking features are the occur- 
rence of fat necrosis, a lipase saponification of the 
fatty tissues to which the ferment has gained access, 
and more or less hemorrhage involving the pancreas 
and peritoneal cavities. 

Acute gross pancreatic necrosis and suppurative 
pancreatitis were found with equal frequency in 12.2 
per cent of the cases. In every instance the condi- 
tion was discovered at autopsy. At laparotomy per- 
formed three days after the onset of the illness in 1 
of these cases pancreatic oedema was found. The 
only treatment instituted was the insertion of a tube 
drain to the pancreas. No biliary decompression was 
done. Autopsy two days later showed that the 
lesion had advanced to inflammation and necrosis 
of the head of the pancreas. The fact that in no in- 
stance was a definite suppurative process found in 
the pancreas before the lapse of twelve days suggests 
that bacterial invasion was not the direct cause of 
the primary condition. In confirmation of this 
theory is the fact that in no case in which operation 
included a satisfactory biliary decompression but 
death resulted later was any more advanced lesion 
of the pancreas demonstrated at autopsy than was 
noted at operation. On the contrary, the pancreas 
seems to have remarkable powers of repair. 

It is significant that no gross pancreatic necrosis 
has been unexpectedly revealed at operation or 
autopsy since the urinary diastase has been routinely 
estimated in all cases of acute infection in the 
upper part of the abdomen. 

In most cases of pancreatitis there is a history of 
previous attacks of pain generally ascribed to gall 
stones and often accompanied by jaundice. In 4 of 
the cases reviewed by the author an operation had 
been performed on the biliary tract. Of the 4 cases 
without premonitory symptoms, death occurred in 2. 
In the other cases, mild attacks of pancreatic cedema 
may have been experienced. 


The most important symptom is an agonizing 
pain in the upper part of the abdomen which may be 
continuous or recur in increasingly severe attacks of 
colic and is seldom, if ever, relieved by morphine. 
Especially significant is epigastric pain radiating to 
the left hypochondrium and the back, loin, or shoul- 
der. In the author’s opinion, the pain is due to in- 
creased intraductal pressure and is comparable in 
origin and severity to biliary and renal colic. 

Tenderness is always present, and is usually maxi- 
mal in the epigastrium. It is most significant when 
it is more pronounced in the left hypogastrium, 
flank, or loin. When it is combined with tenderness 
in the right hypochondrium an associated gross 
cholecystic disease is probably present. 

Vomiting occurs in a variable degree in practically 
every case. 

Other signs and symptoms are extraordinarily 
protean. Rigidity of the upper abdomen is com- 
monly present in some degree, but sometimes may 
be completely lacking. Collapse is not constant at 
the outset. Constipation and inability to pass flatus 
after enemata may lead to a diagnosis of intestinal 
obstruction although distention is rarely general. 
Slight jaundice has been noted. Peculiar to the 
disease is a slight cyanotic tint most obvious in the 
face. Loewe’s sign has been found entirely unre- 
liable, but the estimation of the urinary diastase has 
not failed to confirm or refute a clinical diagnosis of 
acute pancreatic disease. 

The diagnosis depends upon the history and a 
study of the symptoms and signs mentioned. The 
possibility of acute pancreatitis must be borne in 
mind in the examination of all patients with an 
acute condition developing in the upper part of the 
abdomen. Acute pancreatitis is confused most fre- 
quently with acute cholecystitis, perforated peptic 
ulcer, intestinal obstruction, acute appendicitis, 
diaphragmatic pleurisy, and perforation of the gall 
bladder. 

It is impossible to avoid the conclusion that timely 
treatment of pre-existing chronic biliary disease 
would have saved many of the patients who died. In 
1 instance the attack occurred between the roentgen 
demonstration of non-filling of the gall bladder and 
the patient’s admission to the hospital for operation. 
In 4 cases a previous operation on the biliary tract 
had been performed. In none of these had operation 
been complete and satisfactory for in 2 of them a 
common-duct stone was found; in 1, cholecystectomy 
was impossible; and in 1, the ducts were not ex- 
plored when a calculous gall bladder was removed. 
The author rejects the widely accepted teaching that 
cholecystic disease should not be operated upon until 
the acute symptoms have subsided as he believes 
that many disasters have followed non-recognition 
of pancreatitis and valuable time has been lost in 
palliative and expectant treatment. 

The canalicular theory of origin of pancreatitis as 
opposed to the theory attributing the condition to 
— infection is supported by the following 
acts: 
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1. It is difficult to reconcile the sudden onset in 
many cases or a history of remissions and intermis- 
sions with an inflammatory process. 

2. The not very rare localization of the disease to 
the tail of the pancreas with exemption of the head 
speaks against lymphatic spread from the gall 
bladder. 

3. Relief of pain follows decompression of the 
duct system. 

4. Dilatation of the gall bladder and common duct 
is frequently seen both at operation and autopsy, 
even in the absence of common-duct stone. 

5. Direct evidence of biliary extravasation has 
been observed in the peritoneal effusion and in the 
pancreatic duct and parenchyma. Moreover, in 1 
case bile continued to be discharged from a sloughing 
pancreas at a time when the cholecystostomy was 
demonstrated on further operation to be healed. 

Because of these facts the primary aim of surgical 
treatment should be biliary decompression which, by 
preventing further retrojection of an abnormal bile 
into the pancreas, will limit pancreatic damage. 

At present surgery can do little or nothing to avert 
the consequences of the free shedding of activated 
ferments into the areolar tissues around the pan- 
creas. Only in cases in which gangrene, abscess, or 
total slough of the pancreas has occurred or seems 


inevitable is peritoneal incision over the pancreas 
advisable. 

In the author’s opinion, the aims at operation 
should be: (1) to free both the greater and the lesser 
sac of effusion, particularly effusion which is blood 
stained, (2) to bring about a satisfactory biliary (and 
thus pancreatic) decompression, usually by open- 
ing, exploring, and draining the common duct, and 
(3) to remove the gall bladder unless the patient’s 
condition makes prolongation of the operation 
unwise. 

Cholecystostomy is less satisfactory for biliary de- 
compression than opening of the common duct, but 
may be necessary because of old adhesions or huge 
swelling of the head of the pancreas. 

The indication for cholecystectomy is relative. 
This operation is concerned with the future welfare 
of the patient and may be postponed. 

When gross necrosis or a frank suppurative proc- 
ess is found in the pancreas, general surgical princi- 
ples should be followed. 

In conclusion the author says that earlier diag- 
nosis followed by suitable operative treatment in 
cases of acute pancreatic necrosis will result in a de- 
crease in the present mortality of approximately 50 
per cent (his own cases, 38.1 per cent). 

J. Epwin Kirkpatrick, M.D. 


GYNECOLOGY 


UTERUS 


Schiller, W.: Early Diagnosis of Carcinoma of the 
Cervix. Surg., Gynec. & Obst., 1933, lvi, 210. 

Early diagnosis and treatment are the only means 
we have today of improving the results in the treat- 
ment of carcinoma. There is no doubt that early 
operation and the application of irradiation before 
wide extension of the cancer decidedly improve the 
prognosis. If the carcinoma is internal and therefore 
cannot be seen, early diagnosis is difficult and prob- 
ably depends upon a general reaction yet to be dis- 
covered, the presence of which may be revealed by 
examination of the blood, urine, serum, or skin. Of 
course, if diagnosis were thus possible it would still 
be very difficult to find the site of the tumor. At 
the present time, in spite of the high standard at- 
tained in the study of cancer, we are far from reach- 
ing this goal. Somewhat more favorable are the 
possibilities of detecting carcinoma of the epithelium 
in areas readily examined with the eye, as, for in- 
stance, the skin, mouth, penis, vagina, and cervix. 
In any case the main thing is to be able to make a 
diagnosis during the earliest stage; this can be done 
only if patient comes for consultation during that 
stage. 

An examination of the region immediately sur- 
rounding a large carcinoma of the cervix reveals 
that in most of the cases the growth is separated 
from the normal epithelium by a small inflammatory 
zone free of epithelium. Wherever the carcinoma 
penetrates from the surface into normal tissue there 
is a narrow zone of inflammatory infiltrated con- 
nective tissue not covered with epithelium or with 
cancer. Although in a small percentage of cases the 
carcinoma is in direct junction with the surrounding 
normal epithelium (so that the normal epithelium 
does not project over the downgrowth) the carci- 
noma forms a surrounding superficial layer of about 
the same depth as the normal epithelium which is 
definitely marked off. Schottlaender Ker- 
mauner were the first to notice the superficial nar- 
row layer. They called it the ‘carcinomatous super- 
ficial layer.’’ Schiller has noted also that when in 
one spot carcinoma is marked off from normal tis- 
sue by a zone free of epithelium the growth is 
usually wholly surrounded by such a zone free of 
epithelium, and if there is a carcinomatous layer in 
one place the growth is always completely sur- 
rounded by such a carcinomatous layer. Obviously 
the kind of demarcation depends on the biological 
nature of the carcinoma and of the organism in 
which carcinoma develops. 

The question arises: Is this carcinomatous layer 
a part of the carcinoma? On the basis of the char- 
acteristics of advanced carcinoma the answer must 


be in the negative, for the carcinomatous layer is not 
superficially ulcerated and it does not invade the 
deeper tissue. Neither is it definitely marked off from 
the connective tissue nor does it show a tendency 
to penetrate deeply by single cells or groups of 
cells. From the old point of view, carcinoma is 
diagnosed only when it penetrates deeply and then 
the carcinomatous layer is separated from the car- 
cinoma and is considered a surrounding region, not 
a carcinomatous zone. From the histological point 
of view, however, this hypothesis is altogether 
wrong because the layer shows the characteristics 
of carcinoma—atypical and polymorphous cells and 
frequently numerous mitotic figures. Moreover, 
there is no histological difference whatsoever in the 
area where the carcinomatous zone passes into the 
deeply penetrating carcinoma while there is a dis- 
tinct histological difference at the point where the 
carcinomatous layer is marked off from the epi- 
thelium. Therefore the carcinomatous layer must be 
considered part of the carcinoma. 

In this early type there is no downgrowth or 
metastasis, two phases in the development of car- 
cinoma. However, downgrowth is bound to occur. 
Sometimes it appears early, but sometimes it may 
not appear for months or years. This is true also of 
metastases. It must be emphasized, however, that 
carcinoma does not always show downgrowth. There 
is an early stage of carcinoma with tissue changes 
characteristic of this stage of development—for in- 
stance, the cell changes, the appearance of atypical 
and polymorphic cells—in which the growth has 
not begun to penetrate the deeper tissue. 

The application of the term “precancerous” to 
carcinomatous layers seems to carry two different 
meanings. By some, the term is used to designate 
a growth which may become a carcinoma, while 
by others it is employed with reference to a growth 
which is bound to become carcinoma. As long as 
the term ‘“‘precancerous”’ has more than one mean- 
ing it should be avoided. 

As the demarcation between the carcinomatous 
laver and the normal epithelium is always distinct, 
it is possible to indicate the exact point to which the 
carcinoma reaches and the normal tissue begins. 
Areas of transition are nowhere to be found, nor 
are there transitory cells. Occasionally we can see 
within the normal tissue near the borderline single 
dark cells which, from the morphological standpoint, 
are characteristic of carcinomata. The line of de- 
marcation is always oblique and always proceeds 
so that, in the basal part of the growth, it reaches 
farther than the normal epithelium reaches on the 
surface, i.e., the carcinomatous layer is wider at the 
base than on the surface. Carcinomatous epithelium 
is characterized also by the fact that the superficial 
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layer, which in normal epithelium consists of large 
vesicular light cells with small shrunken nuclei or 
rests of nuclei, is missing. This superficial layer, 
which is typical in the epithelium of the cervix— 
normally the epithelium of the cervix does not show 
parakeratosis—is filled with glycogen as is proved 
by staining. As Schaffer pointed out, the squamous 
epithelium undergoing differentiation may be trans- 
formed into horn or may collect glycogen. In the 
epithelium of the cervix the latter property is char- 
acteristic, and the glycogen disappears when the 
epithelium becomes a carcinomatous layer. 

After Schiller had succeeded in determining the 
appearance of the earliest stages of carcinoma the 
question arose as to how the earliest stages could be 
recognized clinically. By a most careful comparison 
of the appearance of the macroscopic operative 
specimens with the appearance through the speculum 
it was found that to the naked eye the smallest car- 
cinomata resemble small, white, opaque, dull, some- 
times also slightly wrinkled, spots in the smooth, 
white, transparent epithelium of the cervix. 

With the naked eye it is impossible to differentiate 
between carcinomatous leucoplakia and hyperker- 
atotic leucoplakia. With Hinselmann’s colposcope, 
by which the field can be strongly magnified and it 
is possible to examine the cervix precisely, several 
interesting morphological details regarding leuco- 
plakias may be discovered, but the instrument does 
not make it possible to distinguish with certainty 
between carcinomatous leucoplakia and hyperker- 
atotic leucoplakia. This differentiation can be made 
only by histological examination. 

The clinical diagnosis of leucoplakia is sometimes 
made difficult because the affected area is so small 
that it cannot be easily seen with the naked eye. 
The colposcope often shows such areas more dis- 
tinctly, but as the colposcopic field of vision is rela- 
tively small, it is necessary to examine carefully the 
whole cervix from the external os to the fornix in 
order to find such leucoplakic areas. An examina- 
tion of this kind requires skill and time. In a crowded 
out-patient department it is hardly possible to ex- 
amine a cervix for such minute detail. Moreover it 
is no doubt true that cervices which appear normal 
to the naked eye often harbor small incipient 
carcinomata. 

Some method had to be found to locate the sus- 
picious spots more easily and quickly. Schiller dis- 
covered such a method: vital staining with Lugol’s 
solution. A startling revelation was made—the fact 
that the normal epithelium of the cervix contains in 
its superficial layers glycogen yet no carcinomatous 
epithelium. This glycogen may be stained on the 
slide with Best’s carmine and in the living patient 
with iodine potassium iodide solution. When the 
normal cervix is painted with ordinary Lugol’s solu- 
tion (iodine, 1; potassium iodide, 2; water, 300) the 
epithelium acquires in from one-half to one minute 
a mahogany brown color. However, in the areas in 
which some pathological process is present no brown 
staining takes place and the epithelium remains 


white and unstained. Thus, diseased spots in the 
epithelium which escape the naked eye altogether 
and can be found only by systematic and painstaking 
examination of the cervix with the colposcope are 
made visible in about a minute. The technique usec 
in painting the cervix is as follows: 

A cervical speculum is placed in the vagina and 
from 10 to 15 c.cm. of Lugol’s solution are poure«| 
out of a cup with a long spout, spread with a tampon 
over the cervix, and left in the vagina for about a 
minute. The iodine solution is then sucked off with 
a tampon and the cervix and vagina are cleaned o{ 
the excess liquid and gently wiped. It is very neces- 
sary for the solution to moisten the entire cervix 
and that there should be no fold preventing the en 
trance of the liquid. If the epithelium shows an un- 
stained spot we must be suspicious of cancer and th: 
tissue here must be examined histologically. As « 
rule the presence of white, unstained epithelial spots 
which are free from glycogen may indicate one of thi 
following four possibilities: 

1. The presence of carcinomatous layers or incip 
ient carcinomata. 

2. The presence of hyperkeratosis due to pro 
lapse or descensus vagine. 

3. The presence of hyperkeratosis due to lucti: 
infection. 

4. Desquamation of the upper layers of glycog 
enous epithelium caused by touching of the cervix 
with sharp instruments or rough insertion of the 
speculum. Such traumatic desquamations can be 
easily diagnosed from their form, as they resemble 
narrow, sharp and straight-line scratches. 

The decision as to the significance of the unstaine:! 
spots of epithelium can be made with certainty only 
by microscopic examination. Colposcopic examina- 
tion alone does not give sufficient evidence in all 
cases. As the changes involve only the superficial 
epithelium, Schiller does not use the V-shaped ex- 
ploratory excision to obtain material for histological 
examination. It is sufficient to scrape off a small 
piece of epithelium with a small spoon. Often it is 
possible to loosen the epithelium with the spoon and 
pull off a thin film with a tissue forceps. This method 
renders it unnecessary to proceed surgically or to 
suture a wound made by excision. 

Painting with iodine is of value in locating the 
new-growth as long as it is in the stage of a carci- 
nomatous layer. As soon as the growth ulcerates, 
the surface, which is nearly always necrotic, stains 
brown with iodine and the method is therefore noi 
helpful. On the other hand, ulcerated carcinomata 
are generally larger and more extensive and there- 
fore easily visible. Moreover they are surrounded 
eventually by a line of demarcation of carcinomatous 
epithelium—a white superficial stripe around the 
ulceration. When a scraping is removed for diagnosis 
the white stripe—not the ulcerated part or the nor- 
mal brown epithelium—should be scratched off. The 
simple erosion is covered on the surface by inflamed 
connective tissue, but later, during the first stage of 
healing, it is covered by cylindrical epithelium. In 
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both instances the erosion has a more or less dark 
red, dull velvety color to the naked eye. It becomes 
only slightly stained with iodine solution. It cannot 
be mistaken for the white superficial carcinomatous 
layers. The tissue for diagnosis should be taken from 
the white layers, but never from within the dark 
red, eroded, or ulcerated parts. 

In conclusion the author says that if every woman 
would have a Lugol test twice or three times a year, 
it would be possible to locate carcinoma of the 
cervix in its earliest stages and give immediate treat- 
ment that, especially with improvement in post- 
operative roentgen irradiation, would raise the inci- 
dence of complete healing from 95 to too per cent. 
Such a routine examination would not involve great 
expense and would not require special instruction of 
the gynecologist. Cart H. Davis, M.D. 


Haupt, W.: Results of the Treatment of Cancer of 
the Uterus at the Gynecological Clinic of Bonn 
Since 1912 (Die Behandlungsergebnisse der Bonner 
Frauenklinik bei Gebaermutterkrebs seit 1912). 
Strahlentherapie, 1932, xliv, 311. 


Between April 1, 1912, and March 31, 1926, 403 
patients with cancer of the uterine cervix were 
treated at the Gynecological Clinic of Bonn. In the 
period from 1912 to 1¢15, the operability was 68 per 
cent; in the period from 1915 to 1926, 43 per cent; 
and in the period from 1926 to 1932, 28 per cent. 
The author attributes the striking decrease in oper- 
ability to an increase in the number of advanced 
cases with a simultaneous increase in the total num- 
ber of patients admitted to the hospital. 

In the period from 1912 to 1915, operation was 
done in all operable and borderline cases, whereas 
in the period from 1915 to 1921 it was done in only 
89 per cent; in the period from 1921 to 1926, in 15 
per cent; and in the period from 1926 to 1932, in 
38 per cent. In recent years X-ray or radium irradia- 
tion has been employed regularly after operation, 
whereas formerly irradiation was not always used. 
Of the patients subjected to operation, 89 per cent 
were operated upon by the abdominal route and 11 
per cent by the vaginal route. In most of the in- 
operable cases the treatment consisted of irradiation. 
In the period from 1912 to 1915, X-ray therapy 
alone was used, but since 1915 both X-ray and ra- 
dium irradiation have been employed. 

Roentgen-ray treatment is given with a filter of 
o.7 mm. of copper and 1.0 mm. of aluminum and a 
distance of 30 cm. The exposed field measures 20 
by 15, 10 by 15, 6 by 8, or whatever is necessary to 
meet the anatomical requirements. The voltage is 
170 kv., and the amperage, 4 ma. Each field usually 
receives a skin dose of soo r. The irradiation is com- 
pleted in one day or on two or three successive days. 
The treatment is repeated after three months and 
again after nine months, sometimes with a dose of 
300 r. The first irradiation is given about eighteen 
days after the operation. 

For radium irradiation, 45 mgm. of radium ele- 
ment are usually applied for from forty-eight to 


fifty-four hours. It is filtered with 1.2 mm. of brass. 
The treatment is repeated once or twice, but not 
before ten days after the first treatment. Within 
three, or at the most, six weeks, from 6,000 to 6,500 
mgm.-hrs. of radium irradiation are delivered. Since 
1925, a larger amount (from 80 to 105 mgm.) of 
radium element has been used and the time of appli- 
cation has been proportionately decreased. For 
fractional irradiation an average of 2,000 or, at most, 
3,000 mgm.-hrs., is given. When possible, the ra- 
dium is applied not only in the cervical canal but 
also in the corpus of the uterus. The dosage is such 
that the uterus receives about two-thirds, and the 
vagina one-third, of the irradiation. Recently, from 
120 to 200 mgm.-hrs. of radium have been applied 
directly to the operative field after surgical removal. 

Of 350 cases treated in the period from 1915 to 
1926, the incidence of cure was 41.6 per cent (62 
cures in 149 cases) in the operable and borderline 
cases, and 19.9 per cent (4o cures in 201 cases) in the 
inoperable cases. The results of operation were im- 
proved by careful selection of the patients for surgi- 
cal treatment. In the period from 1912 to 1931 the 
operative mortality was 10.3 per cent, whereas in the 
period from 1922 to 1931 it was only 3.4 per cent. 
The absolute incidence of cure was 29.1 per cent. 

The figures show that when, on the basis of care- 
ful selection, patients with easily operable carcinoma 
of the uterus are treated by operation followed by 
irradiation and the others are treated by irradia- 
tion, a higher incidence of cure is obtained than by 
operation or irradiation alone. 

In the period from 1912 to 1915, 10 patients, and 
in the period from 1915 to 1926, 62 patients, with 
cancer of the fundus of the uterus, were admitted to 
the Clinic. Of the first group, So per cent, and of the 
second group, 93 per cent, were operable. The in- 
cidence of cure in the 2 groups was 50 and 63 per cent 
respectively. The treatment of choice was surgical 
removal. In 30 cases total extirpation was done by 
the abdominal route, and in 15 by the vaginal route. 
There were 2 deaths. In 28 cases postoperative irra- 
diation was given, but without apparent improve- 
ment of the results. The author advises against 
treating operable carcinoma of the fundus with 
irradiation alone. 

In the period from ro15 to 1926 there were 41 
cases of recurrence. In 31, the recurrence appeared 
after primary cancer of the cervix; in 2, after cancer 
of the fundus; and in 2, after cancer of the vagina. 
In 33 cases of recurrence of uterine cancer 3 cures 
were obtained by radium and X-ray treatment. 

WILLE (G). 


EXTERNAL GENITALIA 

Schulz, K.: A Clinical and Statistical Study of 

Carcinoma of the Vulva (Zur Kasuistik und 

Statistik des Vulvacarcinoms). Zentralbl. f. Gynaek., 
1932, P. 2364. 

The author describes an unusual large carcinoma 

of the vulva which had been noted by the patient 

from six to seven years previously, but was not recog- 
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nized as carcinoma by the physician consulted at 
that time. Following the report of this case he 
gives statistics on carcinomata of the vulva observed 
during the past twelve years at the University 
Gynecological Clinic at Jena. There were forty-three 
cases, the frequency being 11 per cent. The ratio of 
carcinoma of the uterus to carcinoma of the vulva 
was 100:4.5. Carcinoma of the vulva was most 
common between the sixth and seventh decades of 
life, but one-fourth of the women were between 
forty and fifty years old and the youngest patient 
was thirty-three years old. The most common site 
of the lesion was the labium majus; the next most 
common, the labium minus; and the least common, 
the clitoris. In one instance Bartholin’s gland was 
affected, and in another the posterior commissure. 
In 50 per cent of the cases involvement of the lymph 
glands could be demonstrated. Histological exam- 
ination disclosed squamous-cell epithelioma in every 
case. Cancroids were found in thirteen cases. In 
three cases the condition was inoperable. In only 
one case were the lymph glands on both sides re- 
moved with the carcinoma. In the other cases the 
operation was limited to removal of the carcinoma 
as far as healthy tissue. 

Of the ten women who were operated upon, four 
died of recurrence and two of intercurrent diseases. 
The rest are still living after periods of from five 
to ten years. Two have remained free from evidence 
of the carcinoma for from six to seven years. The 
result in one case is remarkable as the woman is still 
alive ten years after the first appearance of the 
vulvar carcinoma, in spite of the fact that she has 
been operated upon twice for recurrence. Of the 
twenty-three women with carcinoma of the vulva 
who were treated and have since been under ob- 
servation for more than five vears, three have re- 
mained well. The incidence of cure was therefore 
13.04 per cent. FE. (G). 


Gehorsam, E.: Primary Sarcoma of the Vagina and 
Its Treatment (Das primaere Scheidensarkom 
und seine Behandlung). 1932: Munich, Disserta- 
tion. 


The author differentiates two forms of sarcoma 
of the. vagina, the nodular and the infiltrating. The 
nodes vary in size between that of a walnut and that 
of a fist. Only a few of them are covered by smooth 
mucous membrane. As a rule, the surface shows 
ulcerating degeneration and bleeding. The tumors 
are either broad based or pedunculated, and are 
generally adherent to the underlying structures. In 
consistency they are sometimes firm and sometimes 
soft and elastic. On section, they are usually found 
to be white, homogeneous, and marrow-like. The 
infiltrating type is considerably less common than 
the nodular type. Microscopically, the most com- 
mon are the spindle-cell sarcomata. Next most 
common are the melanosarcomata and the angio- 
plastic forms. Metastases are generally rare. The 
growth is essentially continuous, spreading to the 
rectum, uterus, and pelvic connective tissue. As a 


rule the prognosis is equally unfavorable after oper- 
ation and after irradiation. 

A case in which a tumor the size of a pigeon’s 
egg was found in the anterior wall of the vagina is 
reported from the Gynecological Clinic at Munich. 
The tumor was movable, slightly nodular, and iso- 
lated. A biopsy specimen removed with a diathermy 
electrode showed it to be a round-cell sarcoma. Ir- 
radiation of the hypophysis was first given as sup- 
porting and sensitizing therapy, as is usually done 
at the Doederlein Clinic. The tumor was irradiated 
abdominosacrally and treated also with mesotho- 
rium. Five months later the body weight had in- 
creased somewhat, but a dense infiltration extending 
up to the pelvic wall was found. A. SALomon (Z). 


MISCELLANEOUS 


Falkiner, N. McI.: A Study of the Structure and 
Vascular Conditions of the Human Corpus 
Luteum in the Menstrual Cycle and in Preg- 
nancy. /rish J. M.Sc., 1933, No. 85, p. I. 


The changes that characterize the endometrium 
during pregnancy and the menstrual cycle have been 
extensively studied and are well understood. How- 
ever, the differences between the corpus luteum of 
menstruation and pregnancy have not been very 
definitely described. A comparison of the corpus 
luteum of menstruation during its degenerative 
stage, namely, just before and during menstruation, 
with the corpus luteum of very early pregnancy is 
logical as both are structures of the same age under- 
going very different changes. Conflicting statements 
concerning the histology of the corpus luteum from 
its formation to its degeneration in the menstrual 
cycle are quoted by Falkiner from outstanding text- 
books on obstetrics and gynecology. Hartmann has 
contended that an active substance originating out- 
side of the ovaries is the cause of the periodical 
bleeding which we call menstruation, and concludes 
from experimental evidence that this substance 
originates from the anterior lobe of the pituitary 
gland. It would seem that coincident hemorrhage in 
both the endometrium and the corpus luteum might 
occur, as in each structure there are newly formed 
blood vessels of a capillary nature and if a substance 
produces hemorrhage in one it is likely to do so in the 
other. To obtain evidence bearing upon this particu- 
lar aspect of the sexual cycle in the human female, 
the author studied corpora lutea in the various 
phases of the menstrual cycle and in cases of preg- 
nancy which were resected with the utmost care 
to avoid trauma to the delicate structures. The 
material furnishing the basis of his report consisted 
of corpora lutea removed on the fourteenth, twenty- 
fifth, twenty-seventh, first, and third days of the 
cycle from two cases in which pregnancy terminated 
five days and fifty-six days respectively after the 
first missed period. The clinical history and micro- 
scopic picture of the tissues are reported in detail and 
the vascular conditions of the corpus luteum are 
shown by diagrams. 
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In its highest form of development the corpus 
luteum is essentially a mammalian structure, but it 
is particularly well developed in the monotremes 
which differ from the mammals in being oviparous. 
There is no doubt that it has a very great influence 
during the early stage of pregnancy, particularly in 
the embedding and the subsequent nutrition of the 
ovum. However, after the embedding has been com- 
pleted, its influence on the subsequent course of the 
pregnancy differs in different species of mammalia. 
Placentation differs tremendously in mammalia, and 
it seems reasonable to conclude that the structures 
and life history of the corpus luteum bear some re- 
lationship to placentation. As placentation increases 
in complexity in the mammalian scale, the tendency 
to abort when the corpus luteum is removed de- 
creases. 

From his studies the author concludes that in 
mammals in which there is a placenta hemochorialis 
(chorionic epithelium invades the maternal vessels), 
the most important factor to be considered in the 
uterus and corpus luteum is the vascular arrange- 
ment. Hemorrhage occurs in the corpus luteum at 
two stages in the menstrual cycle. The first bleeding 
takes place at the time of ovulation. It is variable in 
amount and by many its occurrence is doubted. This 
hemorrhage is traumatic and localized. The second 
haemorrhage occurs at about the time of the onset of 
the menstrual flow and is generalized throughout the 
terminal capillaries which border the corpus tissue 
dividing the luteal cells from the central cavity. 
When hemorrhage occurs in the corpus luteum, it 
marks the end of the career of the corpus luteum as a 
gland of internal secretion as the resulting dis- 
turbance in the circulation precludes the possibility 
of an uninterrupted circulation through the structure 
which, of course, would be necessary for transference 
of the internal secretion. When pregnancy super- 
venes, no hemorrhage occurs and the corpus luteum 
persists as an active organ of internal secretion. The 


period to which this activity is prolonged in the 
human female is doubtful. The author believes that 
the number of cells in the corpus luteum cannot be 
increased, and that secretion is prolonged until the 
individual cells become senile, there being then a 
gradual withdrawal of the secretion which probably 
ceases to be important as early as the second month 
of pregnancy. Recognition of contemporaneous 
hemorrhage in the uterine mucosa and the corpus 
luteum will lend support to Hartmann’s work which 
has already done much to explain the menstrual 
cycle in primates. F. MAXWELL, M.D. 


Werner, A. A., and Collier, W. D.: The Effect of 
Theelin Injections on the Castrated Woman. 
J. Am. M..Ass., 1933; C, 633- 

The authors report the use of large doses of theelin 
in the cases of five castrated women. In four of the 
women the uterus was still in place. The dosages 
were divided into three periods of twenty-eight days 
each. Twohundred rat units were administered daily 
in the first period, 300 in the second, and 400 in the 
third. 

In all of the patients a beginning activity of the 
breasts was noted from the fourth to the tenth day 
after the institution of the treatment. In all of the 
patients except the one who had been subjected to 
hysterectomy bleeding occurred at intervals during 
the course of injections. The periods of bleeding 
varied in number from two to four and were charac- 
terized by the symptoms usually associated with 
menstruation. In the hysterectomized patient the 
cervix became more vascular and there was a 
mucous discharge. After three weeks of treatment 
curettage showed an endometrium closely resembling 
that of the interval phase. 

All of the patients treated were relieved of their 
subjective symptoms from six to twenty days after 
the beginning of the treatment. 

Henry S. AckEN, Jr., M.D. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Gemmell, A. A., and Murray, H. L.: Two Cases of 
Simultaneous Intra-Uterine and Extra-Uterine 
Pregnancy, with a Review of the Recorded 
Cases. J. Obst. & Gynec. Brit. Emp., 1933, xl, 67. 


Following a review of 213 cases of simultaneous 
intra-uterine and extra-uterine pregnancy collected 
from the literature, the authors report 2 cases in 
which enlargement of the uterus was associated 
with a fairly definite picture of extra-uterine preg- 
nancy. In the first of their cases laparotomy dis- 
closed a fetus between twelve and fourteen weeks of 
age, and when the uterus was incised a twelve weeks’ 
fetus was found. 

In the second case, the left tube contained the 
extra-uterine fetus and was enlarged to the size of 
a sausage. This tube was removed, but the fundus 
of the uterus, which was blue and enlarged to the 
size of a twelve weeks’ pregnancy, was not dis- 
turbed. The patient went on to term and was de- 
livered normally. 

Some of the cases reported in the literature as 
cases of simultaneous intra-uterine and extra- 
uterine pregnancy were in reality cases of twin 
pregnancy in a fallopian tube or of pregnancy in 
both horns of a bicornate uterus. 

The mortality of simultaneous intra-uterine and 
extra-uterine pregnancy is 20.7 per cent. The 
condition is most frequent between the ages of 
twenty-five and thirty-five years. Statistics indicate 
that its occurrence is favored by previous preg- 
nancies and labors. 

The cases reported in the literature are divided 
by the authors into the following 4 groups: 

Group 1. Sixteen cases in which the condition 
was first discovered after death. Apparently no 
special surgical care was given. All but 1 case were 
recorded prior to 1897. 

Group 2. Forty-one cases in which the condition 
was discovered after labor. In this group there 
were 6 deaths, a mortality of 14.6 per cent. Half of 
the patients had no symptoms before or after de- 
livery. This group shows that the extra-uterine 
fetus may be removed safely after delivery of the 
uterine fetus. 

Group 3. Twenty cases in which the condition 
was discovered in the second half of pregnancy or 
during labor. There were 7 deaths, a mortality of 
35 per cent. 

Group 4. One hundred and forty cases in which 
the condition was discovered in the first half of 
pregnancy. In 47, it was discovered after, and in 
ninety-three before, abortion of the uterine ovum. 
In the former there were 7 deaths, a mortality of 
15 per cent. Most of the deaths were caused by 


shock or hemorrhage, but 1 was due to sepsis. Ab- 
dominal section was performed in 39 cases with ; 
deaths, a mortality of 13 per cent. In the 93 cases 
in which the condition was discovered before abor- 
tion of the uterine ovum there were 9 deaths, a 
mortality of 9.7 per cent. 

The authors attempted to ascertain the factors 
which determine whether the uterine pregnancy 
will continue or will be cast off. From their findings 
they conclude that there are no definite criteria 
on which to base a prognosis of the fate of the intra- 
uterine ovum. 

Their studies showed also that a fetus retained 
in the abdominal cavity is not prone to give risc 
to symptoms, even when it is associated with an 
intra-uterine pregnancy, and that it is not likely 
to cause difficulty in labor. M. C. Eurttcn, M.D, 


Lapeyre, J. L.: Interstitial Pregnancy (Grossesse 
interstitielle). Gynéc. et obst., 1932, xxvi, 481. 


Interstitial pregnancy occurs more frequently 
than is commonly supposed and presents many 
diagnostic and therapeutic problems. The author 
cites the numerous theories advanced to explain 
the pathogenesis of the condition. None of them 
adequately explains all cases. 

The chief histological characteristics of inter- 
stitial pregnancy are the absence of a true decidua, 
the presence of masses of fibrin, and penetration 
and distant invasion of the uterine musculature 
by the placental villi. 

The prognosis is variable. Most often the ovum 
ruptures into the abdominal cavity; occasionally, 
into the uterine cavity; and in a few cases into the 
broad ligament. A very young ovum may die and 
become absorbed, but after the death of a fetus 
the syncytium may continue to invade the maternal 
organ. Following rupture, prompt surgical inter- 
vention is necessary to prevent death from internal 
hemorrhage. 

The diagnosis of interstitial pregnancy is seldom 
made before rupture or surgical intervention. In 
the differential diagnosis, isthmic pregnancy, tubal 
pregnancy, and pregnancy in a uterus in lateral 
flexion must be considered. Pregnancy in a uterus 
in lateral flexion can be differentiated by examining 
the patient in the Trendelenburg position. Tubal 
pregnancies are situated below the level of the uter- 
ine fundus and occupy the posterior cul-de-sac. 
The presence of a soft tumor at one side of the 
fundus and in a plane above and anterior to the 
fundus indicates either an interstitial pregnancy 
or a pregnancy situated in the uterus at an angle. 
As an interstitial pregnancy is covered by few 
muscle fibers, palpation of the mass will not elicit 
the alternate contraction and relaxation which oc- 
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curs when the pregnancy is situated with the uter- 
ine cavity near the angle. This observation serves 
to differentiate these closely similar conditions. 

The symptoms produced by rupture of the preg- 
nancy are identical with those of tubal rupture. 
Hysterectomy is often necessary because of the 
gravity of the hemorrhage. When the patient’s 
general condition permits, resection of the uterine 
horn may be attempted. This procedure is extremely 
difficult because of the difficulty in securing hamos- 
tasis. The author advises removal of the adnexa 
on the involved side to prevent bleeding from the 
anastomosed uterine and ovarian arteries and pre- 
clude a recurrence of the condition on that side. 
Conservation is to be advised only when the adnexa 
on the uninvolved side are present and normal. 
In the choice of the type of operation to be per- 
formed, the condition and age of the patient, the 
size of the tumor, the presence or absence of addi- 
tional pelvic disease, and the number of previous 
pregnancies must be considered. 

The author reports two cases in which recovery 
resulted. Harotp C. Mack, M.D. 


Troupin, A. S.: Premature Separation of the 
Normally Implanted Placenta. A Review of 
Eighty-Seven Cases. New England J. Med., 1933, 
cevili, 351. 

The condition exciting or predisposing to pre- 
mature separation of the placenta in the cases re- 
viewed was toxemia in 37 cases, eclampsia in 2 cases, 
trauma in 5 cases, a fibroid tumor in 2 cases, a fibroid 
tumor with toxemia in 1 case, procidentia in 1 case, 
and an unknown condition in 39 cases. Premature 
separation of the normally implanted placenta oc- 
curred in 1 of every 159 deliveries. 

The type of delivery in the cases reviewed was: 
spontaneous in 18 cases, forceps in 10 cases, version 
in g cases, bag alone in 3 cases, bag with version in 4 
cases, bag with breech extraction in 1 case, breech 
extraction in 5 cases, vaginal cwsarean section in 1 
case, abdominal cwsarean section in 33 cases, post- 
mortem in 1 case, postmortem version in 1 case, and 
Porro section in 1 case. 

The author believes that, in general, cesarean 
section is the procedure of choice, but often is best 
delayed until there has been a reaction from the 
condition of shock. 

In the cases reviewed there were 16 maternal and 
71 infantile deaths. The mortality was much higher 
in the cases of complete separation than in those of 
incomplete separation. RoLanp S. Cron, M.D. 


Simon, L., and Gabinus, O.: A Contribution on 
the Bacteriology of Abortion (Zur Kenntnis der 
Bakteriologie beim Abort). Sv. Lak. sdllsk., 1932, 
Iviii, 153. 

The authors discuss the present status of the bac- 
teriology of abortion. Previously a distinction was 
made between puerperal intoxication (sapraemia) 
and infection (sepsis) as suggested by Duncan, and 
the haemolytic streptococcus was considered to be 


practically the only cause of puerperal sepsis. Re- 
cently, however, Schottmueller, after long years of 
study, has arrived at a radically different theory. 
According to Schottmueller, puerperal fever is not of 
2 types, as the most varied kinds of. bacteria— 
anaérobes, aérobes, hemolytic and non-hemolytic 
streptococci, all types of staphylococci, the colon 
bacilli, pneumococci, and Fraenkels’ bacilli— 
may cause puerperal infection. In one instance they 
may produce a mild infection and in another in- 
stance a severe infection. The haemolytic strep- 
tococcus is the causative agent in only about 2 per 
cent of the cases. In Semmelweis’ day and even 
later, the hemolytic streptococcus was regarded as 
practically the only cause as these were usually in- 
troduced from the outside. All of the other types of 
bacteria live as saprophytes in the vagina. There- 
fore today we may speak more correctly of an in- 
ternal rather than, as previously, an external, 
danger of infection. 

Bacteriological study does not offer a definite 
prognosis, but should be included in the clinical 
examination. It has shown that the hemolytic 
streptococcus is responsible for one-third of all 
deaths from puerperal sepsis although it causes only 
2 per cent of all puerperal infections. As bacterial 
invasion of the blood may occur in puerperal endo- 
metritis as well as sepsis, Duncan’s classification is 
incorrect. According to Schottmueller, bacteria 
cannot multiply in the blood stream. A chill demon- 
strates merely the presence of bacteria in the blood 
and does not indicate their virulence. Schottmueller 
believes that virulent infections are characterized by 
an intravascular septic focus which discharges bac- 
teria into the blood stream periodically or con- 
tinuously whether the uterus is emptied or not. 
Therefore it is important from the standpoint of 
prognosis to locate any septic focus which may be 
present. 

The authors have made a careful bacteriological 
study of 193 cases of abortion. Aérobic and anaérobic 
cultures were made of cervical secretions, blood, and 
pus. The cervix cultures were positive in 76.3 per 
cent of the cases, and the blood cultures in 4o per 
cent. The most frequent types of bacteria present 
were the colon bacillus, the non-hemolytic strep- 
tococcus, and the anaérobic streptococcus. Bac- 
terewmia was demonstrated in 40.8 per cent of the 
uncomplicated cases and in 31.6 per cent of the cases 
in which the infective process had penetrated beyond 
the endometrium. In 4 per cent of the cases the 
hemolytic streptococcus was the causative organ- 
ism. Nine of the patients died. Four died from un- 
complicated sepsis, 2 from sepsis complicated by 
intraperitoneal infection, and 3 from diffuse perito- 
nitis without evidence of sepsis. In 3 of the fatal 
cases pure cultures of hemolytic streptococci were 
obtained; in 3, pure cultures of non-hemolytic 
streptococci; and in 1 case each a pure culture of 
anaérobic streptococci, staphylococci, and colon 
bacilli. In 5 cases there was a mixed infection with 
colon bacilli. GUENTHER DepPE (G). 
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LABOR AND ITS COMPLICATIONS 


Rudolph, L., and Ivy, A. C.: Internal Rotation of 
the Fetal Head from the Viewpoint of Com- 
parative Obstetrics. 41m. J. Obst. & Gynec., 
1933, XXV, 74. 

The basic factor determining the presentation 
and position of the fetus is the postural tone of the 
uterine musculature. The attitude of the head 
in the presence of normal cephalopelvic relations is 
due to the integration of three factors, namely, a 
harmoniously contracting uterus, the resistance to 
egress, and the unequally balanced two-armed 
lever that exists between the vertebral column and 
the head. If the force transmitted through the 
fetal spinal column is misdirected by improper 
coérdination of the upper uterine segment or if the 
lower uterine segment or cervix is more atonic or 
yielding in one portion than another, the lever action 
will be modified or abnormal. By rotating the fetal 
back anteriorly, the uterus assists anterior rotation 
of the occiput. With the occiput right or left 
anterior, the levatores ani, the decreased resistance 
of the vulval slit, and the larger anteroposterior 
diameter of the outlet may rotate the occiput 
anteriorly. With the occiput in a transverse or a 
posterior position, the head well flexed, and the 
uterus coérdinating and contracting adequately, 
the vertex is deflected anteriorly in a sagittal plane 
on striking the pelvic floor and a two-armed lever 
action operates in a “‘vertical’’ plane to rotate the 
forehead posteriorly and the occiput anteriorly 
about the vertex or occipito-atloid articulation as 
an axis. 

A mechanism for typical and atypical delivery 
of the shoulders in occiput-posterior positions is 
described. 

A brief description of the comparative anatomy 
of the pelvis and the comparative physiology of the 
uterus in labor is given, and the results of a roent- 
genographic study of the delivery of the fetus in the 
dog are reported. On the basis of their studies the 
authors conclude that in lower animals the uterus 
is primarily responsible for placing the fetus in a 
dorsosacral position for physiological birth. 

In conclusion the authors cite certain observa- 
tions made in the cases of human females which 
may be interpreted as indicating that the uterus 
rotates the trunk and head. Whether this is due to 
the existence of a uterine property of ‘“‘spiral 
action” cannot be stated on the basis of the evidence 
at hand. Epwarp L. Cornett, M.D. 


Greenhill, J. P.: Local Infiltration Anesthesia in 
Obstetrics. South. M. J., 1933, xxvi, 37. 

Three types of anesthesia may now be used by 
the obstetrician — inhalation anesthesia, spinal 
anwsthesia, and local infiltration anesthesia. In- 
halation anesthesia, the oldest, has always had cer- 
tain definite disadvantages. The mortality from 
the anwsthetic agent, while low, is not negligible. 
Pulmonary complications are frequent, and the toxic 


effects of the anasthetic mixture on vital organs 
must be considered. Acidosis, alkalosis, shock, and 
dehydration may complicate the puerperium. 

Spinal anesthesia, a more recent development, 
has a definite mortality which, according to Konrad, 
amounts to 1 fatality in 2,610 cases. Because of 
inhibition of the respiratory movements, pulmonary 
complications are at least as frequent as after in- 
halation anesthesia. The toxic effects of the an- 
wsthetic drug on the nervous system are manifested 
by paralysis of the oculomotor and abducens nerves, 
headaches, and the later development of spastic 
paralysis and paraplegia. Subarachnoid anesthesia 
has always been contra-indicated in the anamias 
and cardiopathies. Pregnant women are especially 
susceptible to abnormal reactions to drugs such as 
those used to induce spinal anesthesia. Moreover, 
the induction of spinal anesthesia is rendered 
difficult in pregnancy as the back cannot be bent 
properly. 

Local infiltration anesthesia, which is relativel\ 
new, can be employed for every procedure practiced 
in obstetrics. The only contra-indications are the 
cases of nervous women and cases in which the site 
of injection is involved by infection or inflammation. 

The author has used local infiltration anesthesia 
for dilatation and curettage, spontaneous delivery, 
episiotomy, the repair of both recent and old 
lacerations, low forceps delivery, cesarean section 
of the low, classical, and Porro types, anterior vagi- 
nal hysterotomy, and abdominal and vaginal steri 
lization. 

Fifteen minutes prior to the operation a hypo 
dermic injection of 14 gr. of morphine and 1/200 gr. 
of scopolamin is given. The patient is made com- 
fortable on the table with pillows, the knees are 
tied down gently, and the arms are placed in a loose 
sling. A trained anesthetist or nurse stands at the 
head of the table to reassure the patient, and the 
operator speaks to the patient occasionally unless 
she becomes drowsy. Absolute quiet must prevail. 
The anesthetic agent is a 4 or 14 per cent solution 
of procain hydrochloride (novocain) containing »° 
drops of a 1:1,000 solution of epinephrin to each 
ounce. For minor procedures only 4 oz. of the solu- 
tion are used, whereas for casarean section from 6 
to 8 oz. may be necessary. 

For dilatation and curettage the parametrium i- 
injected. The introduction of pituitary extrac! 
directly into the uterus limits bleeding to the 
minimum. 

For spontaneous delivery the infiltration is made 
midway down one labium majus and the edge i- 
infiltrated down and across the fourchette to « 
similar point on the other side. The layer between 
the vagina and rectum is then infiltrated for a 
distance of about 6 cm. with about 30 c.cm. of th: 
solution. Next, the levator fascia and the muscl: 
bundle are infiltrated, about 10 c.cm. being injected 
into each side. Within a few minutes the outlet i- 
relaxed and gaping. The pains may cease for a few 
minutes, and occasionally a 2-unit injection 01 
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pituitrin is necessary. Low forceps may be applied 
without pain. 

For episiotomy, the line of incision is further 
infiltrated and to c.cm. of the solution are injected 
into each ischiorectal fossa for a distance of about 
5 cm. This area is found midway between the anus 
and ischial tuberosity. As pain is absent, the patient 
will not be afraid to bear down. 

For vaginal hysterotomy the parametrial block 
is supplemented by an injection of 5 c.cm. between 
the bladder and uterus. For wide retraction, in- 
filtration of the vulva is necessary. 

Cesarean section requires infiltration of the ab- 
dominal wall only. The infiltration should extend 
3 cm. on each side of the incision, and at the pubic 
arch, which is especially sensitive, it should be more 
extensive. Sufficient time must be allowed for 
the anesthetic to act before the casarean section 
is begun. In the low cervical operation the use of 
about 45 c.cm. of the solution will aid in the separa- 
tion of the peritoneum from the lower segment. 

The technique of the induction of anaesthesia for 
the Porro cesarean section and for sterilization is 
also described in detail. 

In 68 per cent of 150 cwsarean sections, Green- 
hill used local anesthesia alone and in 8 per cent 
he used ethylene in addition. There were no ma- 
ternal deaths. Donatp G. ToLierson, M.D. 


Roques, F.: Anzsthesia for Eutocia. Lancet, 1933, 
cCxxiv, 177. 

At the present time the pain of childbirth is 
alleviated by one of two methods—a procedure to 
shorten the labor or the administration of a drug. 
The routine use of any one method or drug is 
dangerous. Each patient should be treated accord- 
ing to her individual reaction to labor pain. 

The author reviews all of the accepted methods of 
producing analgesia in labor and gives the ad- 
vantages and disadvantages of each. He divides the 
drugs into the sedatives, the anwsthetics, and the 
hypnotics. 

The four most commonly used sedative drugs are 
potassium bromide, chloral hydrate, morphine, and 
hyoscine. These are employed most frequently 
during the first stage of labor when there is a dis- 
turbance of uterine action due to anomalies of the 
forces or a delay due to mechanical causes. As an 
example of the type of case in which a sedative drug 
is indicated Roques cites the case witha minor degree 
of pelvic contraction, occiput-posterior presentation, 
carly rupture of the membranes, sluggish action of 
the uterus, and slow dilatation of the cervix. A 
mixture of from 15 to 20 gr. each of potassium bro- 
mide and chloral hydrate is safe. However, when 
this is given without an opiate it is often ineffective. 

The most useful of all drugs for the induction of 
analgesia is morphine. According to Fairbairn, this 
should be given when the patient is tiring and before 
she is tired. Roques states that it should be given 
when a long labor is anticipated; when the patient is 
unduly nervous, hypersensitive, fearful, or neurotic; 


and when a usually high-strung patient is rapidly 
tired by short ineffective contractions. The first dose 
should be from 1/6 to % gr. Roques believes that a 
second dose is rarely necessary. He cautions against 
the use of morphine when delivery is expected before 
three hours. Morphine is of great value in eclampsia. 
A mixture of morphine and hyoscine is considered by 
Roques to be impractical except under ideal circum- 
stances as it prolongs labor and causes restlessness 
and excitement. 

Of the anesthetic drugs, Roques discusses chloro- 
form, ether, and nitrous oxide and oxygen. He be- 
lieves that in the average case chloroform is of much 
more value than ether as it acts more quickly, it 
causes less severe vomiting, and the analgesia it 
induces can be more rapidly converted into anwsthe- 
sia. Moreover, ether causes excessive mucus in the 
air passages. From 2 to 4 dr. of chloroform are 
usually sutlicient. More than 6 dr. should never be 
used. If anwsthesia for operative delivery is desired, 
ether or chloroform and ether may be used. 

Ether may be emploved by the same methods as 
those used for the administration of chloroform. 
Roques describes the Gwathmey method, but states 
that in his limited experience with it he has not 
found it practical. 

Nitrous oxide and oxygen is the ideal anesthetic 
when prolonged analgesia is desired and the en- 
vironment and personnel necessary for its ad- 
ministration are available. Its disadvantages are 
its cost and the cumbersome apparatus required for 
its administration. 

Of the hypnotic drugs, Roques discusses avertin, 
sodium amytal, pernocton, and nembutal. He con- 
siders numbutal the best, and sodium amytal the 
least satisfactory. However, he states that he has 
never used sodium amytal. Disadvantages common 
to all of the hypnotic drugs are that they produce ex- 
citement and prolong labor; there is no method of 
gauging the proper dosage; and the correct treat- 
ment of overdosage is not known. 

Roques concludes that in the ordinary case the use 
of morphine in the first stage and of chloroform 
toward the end of the second stage is the most satis- 
factory procedure, but when the patient is able to 
afford it and when she is delivered in a hospital the 
use of morphine in the first stage and of nitrous oxide 
and oxygen supplemented by ether toward the end 
of the second stage is the method of choice. 

Cuester C. Dourrtry, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Liebmann, I.: Ileus in the Puerperium (Ileus im 
Wochenbett). Orvosi hetil., 1932, p. 790. 


During the puerperium the attention of the ob- 
stetrician is directed primarily to the condition of 
the genital organs. For this reason the timely recog- 
nition of extragenital abdominal disease is very 
difficult. Tleus during the puerperium is very rare 
and has an unfavorable prognosis because of the 
late diagnosis. The author reports two cases. 
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The first case was that of a para-i, twenty-nine 
years old, who was admitted to the hospital for 
delivery at the end of pregnancy. Four years pre- 
viously she had had a strangulation ileus following 
an anterior fixation (Doléris) and a salpingo- 
obphorectomy on the right side. After operative 
division of the adhesions the intestinal function re- 
turned to normal. Several days before she entered 
the hospital for delivery she had pains in the lower 
part of the abdomen which the midwife believed 
were weak labor pains. Artificial rupture of the bag 
of waters was done and spontaneous delivery oc- 
curred without complications. On the first day of 
the puerperium peritoneal symptoms, meteorism, 
vomiting, and hiccup developed. As laxatives had 
no effect and the condition rapidly became worse, 
laparotomy was performed. The abdominal cavity 
contained a bloody serous exudate and the loops of 
the small intestine were blue and enlarged to the 
size of an arm. A loop of ileum 20 cm. long was 
found to be strangulated by an adhesion extending 
from the right tubal angle to the wall of the pelvis. 
The gangrenous loop of bowel was resected and 
entero-enterostomy was performed. Death occurred 
soon after the operation. 

The second case was that of a twenty-year-old 
para-i who left the clinic on the ninth day after 
spontaneous delivery and an uneventful puerperium 
and was re-admitted five weeks later. After her 
discharge from the hospital she had been well for 
a brief interval, but then began to suffer from 
cramps in the lower part of the abdomen, which 
were aggravated by defecation. The abdomen was 
distended and was painful to pressure. Vomiting 
occurred. Roentgen examination revealed stenosis 
in the lower part of the ileum. Laparotomy was 
performed because high enemata could not overcome 
the obstruction. Both adnexa showed signs of recent 
inflammation. On the right side there were loops of 
adherent ileum strangulated by a circular band. The 
strangulating band was resected and entero-enteros- 
tomy was performed. Healing occurred by second- 
ary intention. 

In spite of the infrequence of intestinal obstruction 
in the puerperium the possibility of its occurrence 
should always be considered and operation should 
be performed immediately after the onset of such 
symptoms. If operation is done in time and there 
is no delay because of the use of cathartics, the inci- 
dence of cure will be considerably increased. 

GOLDBERGER (G). 


NEWBORN 


Dunham, E. C.: Septicemia in the Newborn. 
Am. J. Dis. Child., 1933, xlv, 229. 


The author reviews the literature on septicemia 
in the newborn and reports on thirty-nine cases 
collected over a period of five years. In these cases 
positive blood cultures were obtained during the 
illness or shortly after death. The predominant 
organisms were streptococci, staphylococci, and 


colon bacilli. Pneumococci and the bacillus pyo- 
cyaneus were also cultured. Thirty-four of the 
thirty-nine infants died. In the cases of strepto- 
coccus infection the mortality was 100 per cent, 
whereas in those of staphylococcus infection it was 
73 per cent. 

The sepsis was generally accompanied by fever, 
enlargement of the spleen, jaundice (except in the 
cases of streptococcus infection), bleeding, a leuco- 
cytosis, and anemia. The white blood-cell count 
ranged from a leucopenia of 4,000 to a leucocytosis 
of 50,000. All of the infants with a leucopenia 
died. 

In eight cases the infection was of hematogenous 
origin. In seven, the membranes ruptured pre- 
maturely, causing staphylococcus septicemia in 
five, streptococcus septicemia in one, and colon 
bacillus septicemia in one. Umbilical infection was 
present in seven cases. Cutaneous infection oc- 
curred in fifteen. In eight of the latter the lesion 
was erysipelas. In two of the infants the infection 
followed circumcision. Three infants had infected 
lesions of the mouth, seven had diarrhoea, and 
three had suppurative otitis media. In six cases 
the source of the infection could not be determined. 

All of the infants were less than one month old 
when the illness began. In eight cases the symp- 
toms were present at birth. In four, they appeared 
during the first day of life; in nine, during the first 
week; and in eight, after the second week. Thirty 
of the thirty-nine infants were boys. 

The author believes that septicemia is a relatively 
frequent cause of morbidity and mortality of the 
newborn, and recommends that blood cultures be 
made when an infant becomes ill and the diagnosis 
is obscure. He states that if the cause of the illness 
is determined early and transfusions of blood and 
other treatments are given, recovery may result. 

Harry M. NEtson, M.D. 


MISCELLANEOUS 


Borras, P. E.: The Aschheim-Zondek Reaction in 
Chorionepithelioma (EI corioepitelioma y la re- 
accién de Aschheim-Zondek). Semana méd., 1932, 
XXXIx, 1670. 

The Aschheim-Zondek reaction is of aid in the 
recognition of pathological pregnancy as well as 
normal pregnancy and in the differential diagnosis 
between pregnancy and other conditions of the 
genital tract. 

The value of this test in the diagnosis of hydatidi- 
form mole and chorionepithelioma was first rec- 
ognized by Aschheim, who obtained a positive re- 
action in a case of metastasis of chorionepithelioma 
to the kidney eighteen months after hysterectomy. 
Aschheim’s series of cases has since increased to 
twenty. In certain cases of hydatidiform mole in 
which the reaction remained positive for a few 
weeks after expulsion of the mole, curettage was 
indicated for the removal of retained parts or the 
beginning of a chorionepithelioma. On the other 
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hand, in one of Aschheim’s cases a diagnosis of 
chorionepithelioma was made on the basis of curet- 
‘ings when the Aschheim-Zondek reaction was nega- 
iive. Although the patient refused operation, she 
recovered and is now entirely well, a fact proving 
that the microscopic diagnosis was erroneous. 

In determinations of the amount of the hormone 
of the anterior lobe of the hypophysis in the urine 
in cases of hydatidiform mole and chorionepithe- 
lioma, Zondek found that the quantity is greater 
ihan in normal pregnancy. While in normal preg- 
nancy, each liter of urine contains from 20,000 to 
30,000 units, in hydatidiform mole and chorion- 
epithelioma it may contain from 40,000 to 2,000,000 
units. These quantitative observations are therefore 
of value in the diagnosis of pathological changes of 
chorionic elements, 50,000 units or more per liter 
of urine indicating neoplastic degeneration. 

Rossler made similar studies of the urine in 7 
cases of hydatidiform mole, 3 cases of hydatidiform 
mole and probable chorionepithelioma, and 3 cases 
of chorionepithelioma. In all, the amount of hor- 
mone of the anterior lobe of the hypophysis was 
much greater than in normal pregnancy. 

Of the 2 cases of chorionepithelioma reported by 
the author, 1 was that of a girl nineteen years of 
age who had been married seven months. Accord- 
ing to the history, menstruation had always been 
normal in all respects. At about the beginning of 
the third month of pregnancy, a uterine hemorrhage 
occurred. This was accompanied by a slight eleva- 
tion of the temperature, intermittent pelvic pain, 
nausea, and vomiting. During a period of two weeks 
of conservative treatment in bed, the symptoms 
became aggravated and a hydatidiform mole was 
passed. After curettage the hemorrhage ceased. 
During the next ten days there was general improve- 


ment, but at the end of that time the hemorrhage 
recurred. The Aschheim- Zondek test made thirty- 
three days after the curettage was strongly posi- 
tive. Supravaginal hysterectomy including both 
tubes was therefore performed. Pathological ex- 
amination showed the uterus to be about twice the 
normal size and of a softer consistency than normal. 
The peritoneal surfaces had their normal luster. In 
the uterine cavity there was a flat mass projecting 
from the fundus and posterior wall almost the length 
of the corpus uteri. It was about 1 cm. thick and 
dark red. A histopathological diagnosis of chorion- 
epithelioma was made from this tissue. 

In the other case reported by the author the 
symptoms, signs, and clinical course indicated neo- 
plastic degeneration of chorionic elements. On the 
date when normal menstruation should have ap- 
peared the patient had a profuse uterine haemorrhage 
and passed numerous clots, among which products 
of conception were recognized. After eight days 
in bed she began to complain of pain in the lower 
part of the abdomen, especially on the right side. 
The bloody discharge recurred with numerous clots. 
Following curettage the haemorrhage ceased. A few 
days later the patient complained of chilliness and 
perspiration, and a slight bloody vaginal discharge 
occurred. There was no fever. Copious hemorrhage 
again appeared and curettage was done again. There- 
after, clots were passed almost daily. On pelvic 
examination the uterus was found to be somewhat 
enlarged, softer than normal, and painful on ma- 
nipulation. Before operation was advised the Asch- 
heim-Zondek test was carried out. The result was 
negative. Accordingly, conservative treatment with 
ice packs, ergot, and sedatives was continued. The 
hemorrhage finally ceased and since then the pa- 
tient has been well. Witram R. MEEKER, M D. 
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ADRENAL, KIDNEY, AND URETER 


Gérard, M.: Aneurisms of the Renal Arteries (Les 
anévrysmes des artéres rénales). J. d’urol. méd. et 
chir., 1932, XXXiv, 353, 449. 


This article is based on forty-nine cases of aneu- 
rism of the renal arteries collected from the litera- 
ture. 

Gérard maintains that there is only one kind of 
aneurism of the renal arteries—the true aneurism. 
So-called ‘‘false aneurisms,”’ he believes, are only 
complications of kidney injuries. 

The triad of symptoms—pain, hematuria, and 
perirenal swelling—given in the classical textbooks 
was based on examinations of false aneurisms. Of 
the forty-nine cases of true aneurism reviewed by 
the author, this triad was present in only five. 

Aneurisms of the renal arteries are about equally 
frequent in men and women, and may develop on 
either the right or the left side. They are almost 
always unilateral and solitary. As a rule they are 
outside the renal parenchyma, within or immediately 
adjacent to the hilus, and generally are intimately 
connected with the pelvis. 

Ruptured and unruptured aneurisms are con- 
sidered separately as they are quite different. Un- 


ruptured aneurisms generally occur in old persons 


and are caused chiefly by arteriosclerosis. They de- 
velop slowly and show a marked tendency toward 
calcification. The prognosis is good as they do not 
rupture. Ruptured aneurisms of the renal arteries 
are found chiefly in young persons and are produced 
by the usual causes of aneurism in other locations. 
They develop gradually. The prognosis is very un- 
favorable. These aneurisms are twice as frequent as 
the unruptured aneurisms occurring in old persons. 

Calcified aneurisms in old persons cause pain in 
the region of the affected kidney with ordinary uri- 
nary symptoms. Roentgen-ray examination will re- 
veal an annular shadow, and pyelography will show 
it to be located at the hilus, but outside of the pelvis. 
An exact diagnosis of calcified aneurisms is there- 
fore possible. Aneurisms of the renal arteries in 
young persons produce practically no symptoms 
until they rupture. After rupture the following three 
distinct clinical forms may be distinguished: 

1. The pure hematuric form. This is found in 
one-third of the cases. Its development is quite 
slow, requiring several weeks or months. The prog- 
nosis is unfavorable. A diagnosis may be made by 
the usual urological methods, but the condition is so 
rare that it is often not considered. Arteriography 
will help in the diagnosis. 

2. The form with perirenal swelling. This form is 
found in about half of the cases. It generally de- 
velops suddenly with a large accumulation of peri- 


renal blood, pain, and signs of pressure and interna! 
hemorrhage. The development of the swelling is so 
rapid and the patient’s condition is so serious that it 
is rarely possible to do more than make a diagnosis 
of perirenal hematoma. 

3. The mixed form with hematuria, perirena! 
tumor, and pain. This is rare. It is the only form 
that corresponds to the classical description and the 
only one in which the few diagnoses reported have 
been made. The prognosis is very unfavorable. 

Following the rupture of a renal aneurism opera- 
tion is always indicated. In the pure hematuric 
form of ruptured aneurism time may be taken for 
urological examinations to determine kidney func- 
tion. In the form with perirenal tumor and in the 
mixed form, operation is generally urgent, but, i/ 
possible, time should be taken for a determination 
of renal function. Operation is generally indicated 
in cases of unruptured aneurism on account of the 
danger of rupture. It is contra-indicated when the 
patient is old and has generalized arteriosclerosis. 
In some cases, simple removal of the aneurismal sac 
will be sufficient, but as a rule nephrectomy is neces- 
sary. The kidney pedicle should be clamped to pre- 
vent hemorrhage in case the sac of the aneurism 
ruptures. AupbREy Goss Morean, M.D. 


Motz, C.: Suppurative Nephritis (Les pyonéphrites). 
Arch. urol. de la clin. de Necker, 1932, vii, 221. 


This is an article of 200 pages limited to a dis. 
cussion of localized suppurations of the renal paren- 
chyma. 

The lesions under consideration have been 
described by the following 3 names, none of which is 
entirely satisfactory: ‘‘carbuncle of the kidney,” 
“surgical nephritis,” and ‘‘suppurative nephritis.” 
The author prefers the name “pyonephritis”’ as the 
dominant characteristic of the condition is localized 
suppuration. 

Miliary abscesses of the kidney were first described 
by Rayer in 1841. Later, Hallé, Albarran, Achard, 
and Lannelongue (1887-89) studied their patho- 
genesis experimentally. The first localized abscess 
was reported by Israél in 1901 as a carbuncle of the 
kidney. In France, interest in cortical abscesses 
dates from the publications of Chevassu in 1912. 
Since that time reports regarding them have become 
increasingly numerous. 

In 1919 Bergeret came to the conclusion that al! 
perinephritic abscesses have their origin in cortica! 
abscesses of the kidney. 

Pyonephritis occurs at all ages, but is most fre- 
quent between the twentieth and fortieth years. Its 
incidence is the same in males and females. The 
lesions occur twice as frequently in the right kidney 
as in the left kidney. They are bilateral in 4 per cent 
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of cases and under such circumstances are usually a 
part of a fatal pyemia. Trauma is of little impor- 
tance in their causation. 

The most important single source of the infection 
is a furuncle due to the staphylococcus. In the large 
variety of other primary foci of infection which have 
been found the type of organism is variable. 

The hematogenous mode of infection has been 
recognized since the experiments of Hallé and 
Albarran. The ascending route may be taken by the 
infection, but usually only under special conditions 
such as obstruction of the urinary passages. The 
other kidney may be infected through the lymphat- 
ics. Sweet and Stewart maintain that ascending 
lymphatic infection can occur from the bladder 
independently of urinary retention. 

From the standpoint of pathological anatomy, 3 
types of abscess can be distinguished—miliary 
abscesses, the large (usually single) abscess, and 
carbuncle of the kidney. 

Miliary abscesses are usually multiple. They are 
located immediately beneath the capsule where they 
may be mistaken for tubercles. A commonly asso- 
ciated lesion is the septic red infarct. Involvement 
of the perirenal fat results in fibrosis, abscess, or 
phlegmon. 

Large abscesses are usually single and seldom 
number more than 5. They may evacuate into the 
renal fossa or, less commonly, into the pelvis. 

Carbuncle of the kicney differs from the solitary 
abscess in being a process of coagulation necrosis 
rather than suppuration. 

When a cortical abscess is complicated by pyelo- 
nephritis the invading organism is usually the 
bacillus coli. 

Cortical abscesses show a marked tendency to 
heal. The residual lesions consist of depressed areas 
of fibrosis. 

Three clinical forms of suppurative nephritis are 
recognized, namely, septicemia, carbuncle, and 
chronic pyelonephritis. In the first form the patient 
presents the signs and symptoms of a general 
infection. Local signs are absent or slow to appear. 
Eventually pain and tenderness develop in the 
lumbar region. Asa rule a history of a previous focus 
of suppuration can be obtained. The initial septica- 
mia may be overwhelming or mild. In the latter 
event local symptoms appear early. Occasionally 
hematuria is an outstanding and confusing sign. 

Carbuncle of the kidney is rare. Clinically it 
belongs with the subacute septiceamic forms. It is 
accompanied by local pain and enlargement of the 
kidney and sometimes by a perinephritic abscess. 
The functional capacity of the kidney is lowered. 
The septicemic forms with miliary abscesses have 
no such effect. 

A chronic exacerbating pyelonephritis may mask 
rather than reveal an underlying cortical abscess. 
This condition is rare. Stone, tuberculosis, or 
pyonephrosis is usually suspected. Failure of a re- 
tention ureteral catheter to relieve the general 
symptoms is an important aid in the diagnosis. 


Miliary cortical abscesses commonly occur in the 
terminal stages of urinary retention due to prostatic 
hypertrophy or urethral stricture. They are beyond 
the resources of surgery. 

In cases of renal abscess, except those of the 
pyelonephritic form, urinary symptoms are usually 
absent. The urine is normal or contains traces of 
albumin, casts, and microscopic blood. Bacteriuria 
is common and of importance from the standpoint of 
diagnosis. Examination of the blood reveals a 
leucocytosis. 

Roentgenography is of little aid in the diagnosis. 
However, when present, immobilization of the 
diaphragm on the affected side is of significance. 

The most conservative treatment is decapsulation. 
This gives excellent results even when not all of the 
abscesses are immediately subcapsular. Occasionally 
secondary nephrectomy becomes necessary. In 
cases of large single abscesses, incision and drainage 
are indicated. 

German surgeons prefer nephrotomy to decapsula- 
tion. The results of the 2 operations are much the 
same. Theoretically, nephrotomy is associated with 
greater danger of hemorrhage, loss of function, and 
infection and is followed by more prolonged con- 
valescence. 

Partial resection of the kidney has numerous dis- 
advantages and dangers and is rejected by most 
surgeons. 

Successful enucleaticn of a carbuncle has been re- 
ported by Neff. 

Nephrectomy is generally considered the treat- 
ment of choice. It is attended by fewer dangers than 
the other procedures and is followed by recovery 
more quickly. However, it can be done only if the 
condition of the other kidney is satisfactory. 

Operation should be performed as soon as the 
diagnosis is made. There is nothing to be gained by 
waiting for the physical signs of suppuration, and in 
the eocmaaaiae septicemic forms, a delay may be 
fatal. 

The article is concluded by a review of 144 cases. 
It is supplemented by 7 illustrations and a bibliogra- 
phy of 85 references. Arsert F. De Groat, M.D. 


Talbot, A.: Abscesses of the Renal Cortex (Les 
abcés de la corticalité du rein). Arch. d. mal. d. reins 
el d. organes génilo-urinaires, 1932, Vii, 11. 

Hematogenous infections of the kidney are vari- 
ously manifested. They may result in a simple 
bacteriuria or a pyelonephritis with an inflammatory 
reaction of varying intensity. Involvement of the 
perirenal fat may occur with the formation of a 
phlegmon or abscess. In some cases suppuration 
occurs in the parenchyma alone, forming closed 
abscesses of the cortex which eventually extend to 
the excretory passages or, more frequently, to the 
perirenal tissue. 

Miliary abscesses and gross renal suppuration as a 
part of a pyemia have been understood since Rayer’s 
studies early in the nineteenth century. Frequently 
the lesions are bilateral and beyond the resources 
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of surgery. Knowledge of localized unilateral ab- 
scesses of the kidney dates only from the work of 
Lannelongue (1879), Albarran (1889), and Achard. 
In cases of abscesses of this type early diagnosis 
often permits a cure by conservative surgical 
measures. Cortical abscesses are the source of a 
large percentage of perinephritic abscesses and 
phlegmons and explain why the latter, even when 
properly drained, continue to suppurate for long 
periods. 

In some cases cortical abscesses are miliary and 
multiple and located just beneath the capsule. Their 
oval or irregular outline distinguishes them from 
tubercles. The overlying fat and capsule are almost 
constantly involved in the inflammation. Solitary 
abscesses lie deep in the parenchyma and may reach 
the size of a pigeon’s egg or even that of an orange. 
They usually extend to the capsule. Sometimes the 
entire kidney is riddled with abscesses. Under such 
conditions the excretory passages are always 
involved. 

Surgical abscess of the kidney is quite rare. In 
1931 Finikoff was able to collect only 176 cases. 
However, such abscesses often escape recognition 
because they heal spontaneously or are obscured by 
a secondary perinephritic suppuration. In rare cases 
healing occurs by evacuation into the renal pelvis. 

The cause of unilateral cortical or surgical abscess 
of the kidney is an incipient septicemia. The first to 
call attention to cutaneous lesions as the site of 
origin of the infection was Verneuil. According to 
Richardson, furunculosis is present in 51 per cent 
of the cases. Next in importance as causes are 
tonsillitis and appendicitis. 

Localization in the kidney is favored by traumat- 
ism, previous infection, calculi, and congenital mal- 
formations or other conditions producing stasis. 

While the infection is usually carried by way of the 
blood stream, it sometimes reaches the kidney 
through the lymphatics from the bladder, genital 
tract, colon, or right leg. 

Symptoms appear after a latent period during 
which the original lesion (furuncle) may heal. The 
interval is usually about fifteen days. The onset is 
characterized by chills and fever and often by 
vomiting and hiccup. There is marked prostration. 
Pain in the hypochondrium develops quickly. It is 
aggravated by deep breathing, and usually radiates 
toward the iliac region. The maximum point of 
tenderness is posterior at the junction of the twelfth 
rib and the erector spine mass of muscles. Often 
there is a sensitive point above the iliac crest where 
the cutaneous branches of the twelfth nerve emerge. 
The condition causes contracture of the lumbar 
muscles and flexion of the thigh. 

The roentgen signs consist of immobilization of the 
diaphragm on the affected side which obscures the 
psoas shadow or an increase in the size of the renal 
shadow. Intravenous urography sometimes reveals 
deformities of the calyces. 

Polyuria is frequent. This is in contrast to the 
oliguria which usually accompanies high fever. The 


urine is usually normal. Reduced functional capac 
ity can be detected only by separate examination o/ 
the kidneys. The combined capacity is often normal. 

The chemical composition of the blood is also 
normal, but a leucocytosis is always present. The 
leucocyte count may rise to from 18,000 to 35,000. 
The percentage of polymorphonuclear leucocytes is 
about 80. 

Hemoculture gives inconstant results and is not 
indispensable. 

In cases of single parenchymatous abscesses the 
symptoms are apt to be less violent and enlargement 
of the kidney is more easily detected. 

Occasionally the symptoms are insignificant and 
the lesions heal spontaneously. Attacks may recur 
over long periods. In cases with recurrent attacks 
abscesses in all stages of formation and healing have 
been found. As a rule the infection extends to the 
perirenal fat. Rarely, it extends to the pelvis where 
it produces pyelonephritis. Such extension is pecu 
liar to infections due to colon bacilli and othe: 
organisms of the same group. 

The symptoms of chief aid in the diagnosis arc 
general symptoms of infection with pain indicating 
a renal origin. In the presence of pyuria, pyelo 
nephritis must be ruled out. 

Medical treatment is rarely curative. It includes 
the general measures taken for fever and vaccine 
therapy. The object of surgical treatment is drain- 
age. When the abscesses are small, multiple, and 
superficial, decapsulation is added. Deep collections 
are opened with the cautery. When the kidney is 
riddled with abscesses, nephrectomy is indicated. 
However, there is danger that the lesions may be 
bilateral. Between these two conditions, there arc 
many intermediate stages in which the indications 
are not clearly defined. Wide incision of the renal 
parenchyma is not recommended. Large septic 
infarcts of the kidney with perinephritic phlegmon 
demand nephrectomy. The state of the tissues is 
much like that of a carbuncle. Drainage is useless. 
Partial nephrectomy is dangerous and of questiona- 
ble value. Abert F. DE Groat, M.D. 


Mastrosimone, C.: Resection and Autoplastic 
Grafting of the Solitary Kidney. An Experi- 
mental Study (Resezione ed innesto autoplastico 
sul rene unico). Ricerche sperimentali). Ann. ital. 
di chir., 1932, xi, 2226. 

Resection of the kidney is seldom performed in 
preference to total nephrectomy as nephrectomy is 
more simple and can be performed more quickly. 
Removal of all of the diseased tissue by resection 
and hemostasis in resection are difficult, and it is 
difficult to diagnose the early circumscribed lesion- 
for which resection might be most advantageous. 
However, lesions such as benign tumors, cysts, 
traumatic lesions, and calculi arising in the solitary) 
kidney may necessitate-surgical intervention. 

To determine the safety of resection the author 
carried out two series of experiments on sixteci 
dogs. Following unilateral nephrectomy, resection 
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and autoplastic grafting were performed on the re- 
maining kidney in nine of the animals and simple 
resection and suture were done in seven. In the 
first group about one-eighth, and in the second 
group, one-third of the kidney was resected. After 
the operation the dogs were kept on a mixed diet 
and studies of the function of the kidney were made. 
From the results the author concludes that a 
graft of kidney onto kidney gives complete as- 
surance of hemostasis and is always well tolerated, 
produces benign and gradual regression and sub- 
stitution, beneficially stimulates the kidney, and 
causes no marked or dangerous change in renal 
function. EucENe T. Leppy, M.D. 


Calef, C.: Histological and Functional Changes in 
the Remaining Kidney Following Unilateral 
Nephrectomy (Modificazioni istologiche e fun- 
zionali del rene superstite dopo nefrectomia uni- 
laterale). Arch. ital. di urol., 1932, ix, 575, 637, 670. 


The author reviews the literature and discusses 
the various theories regarding compensatory hyper- 
trophy. He then presents a detailed description of 
his experiments on eight dogs over a period of from 
three to one hundred and ninety days following 
unilateral nephrectomy. In addition he reports 
thirteen clinical cases which he divides into three 
groups according to the degree of function of the 
kidney removed. 

In the experiments on dogs there was more or 
less oliguria for several days after the nephrectomy 
with a return to normal within four or five days. 
The excretion of urea was variable, but always 
greater than before the operation. It returned to 
normal in from one day to one or more weeks. 
The excretion of nitrogen, ammonia, and amino 
acids paralleled the excretion of urea, but the in- 
crease lasted much longer. The elimination of 
chlorides was increased only during the first day. 
In no instance did the urine contain any patho- 
logical elements such as albumin, pus, and casts. 

The blood chlorides and nitrogen were increased 
after the operation, but the increase in the nitrogen 
persisted much longer than the increase in the 
chlorides. During the first thirty-two days the 
weight of the remaining kidney was increased from 
8 to 27 per cent. It then gradually decreased toward 
the normal. 

During the first few days, histological examina- 
tion revealed only oedema, vasodilatation, and some 
infiltration. The most important changes were 
turgidity of the epithelium of the convoluted 
tubules, scarcity of karyokinetic figures, and rup- 
tured cells in many places. No tendency toward 
neoformation of glomeruli or tubules was observed. 
The histological changes were transitory, lasting 
only about seven days. 

In the clinical cases the nephrectomy was fol- 
lowed by oliguria for the first day. There was then 
a gradual increase in the quantity of urine to poly- 
uria, which lasted for seven or eight days, depending 
upon the degree of function of the extirpated kidney. 


The urea excretion was increased for several days. 
In all three groups of cases the chloride excretion 
was decreased, but returned to normal when a 
normal diet was given. The excretion of ammonia 
and amino acids showed a quick increase which 
persisted longer than the increase in the excretion 
of urea. The urine was free from pathological ele- 
ments. The author believes that alimentation is a 
factor in the findings. 

From histological studies he concludes that a 
moderate hypertrophy and hyperplasia of the 
glomeruli and tubule cells occurs in the remaining 
kidney. This is transitory, and as soon as the 
kidney becomes adjusted to the increased functional 
demand the microscopic picture approaches the 
normal. GeorceE C. Frvora, M.D. 


BLADDER, URETHRA, AND PENIS 


Zampa, G.: A Grave Developmental Defect of the 
Bladder and Colon (Di un grave difetto di svi- 
luppo della vescica urinaria e del colon). Ann. ital. 
di chir., 1932, ix, 637. 

The author reports a carefully studied monstros- 
ity, a five-months’ fetus, which was delivered by 
embrotomy. After spontaneous birth of the head, 
expulsion was completely arrested. Perforation of 
the thorax and subsequent removal of its contents 
were of no avail, but on extension of the perforation 
into the abdominal cavity, several liters of clear 
fluid were released and delivery was accomplished 
immediately. 

Anatomically it was casy to reconstruct a large 
cyst which distended the abdomen to tremendous 
proportions. 

Externally, the genitals were represented by a 
small empty scrotum separated by a median raphe. 
Above and in front of the scrotum there was a very 
rudimentary penis perforated at its tip by a meatus. 
The urethra extended backward for a distance of 
1 cm. from the meatus and then ended blindly. 

The perineum lacked a median raphe. No trace 
of an anus—no depression and no fossa could be 
found. No anal musculature or sphincter in any de- 
gree of development could be discovered. Accord 
ingly, there was a true aplasia of the anus and peri- 
neum instead of a simple atresia. 

The pelvis was not yet ossified. It was smaller 
than normal and was compressed from side to side 
in its inferior portion so that the ischial spines were 
in close proximity. 

The incised abdominal walls were very thin. 

An enormous cyst filled the abdominal cavity, 
displacing the viscera upward against the dia- 
phragm. The cyst was formed by a large posterior 
sac which arose from the small pelvis and extended 
upward and backward along the vertebral column 
to the last thoracic vertebra and a smaller anterior 
sac which extended to the umbilicus and there fused 
with the umbilical cord. The smaller sac, which was 
pyriform, was separated from the posterior sac by a 
deep sulcus. The cavities of the two sacs communi- 
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cated freely. The walls of the sacs were only very 
loosely adherent to the parietal peritoneum. No 
free fluid was found in the abdominal cavity. 

The anterior sac corresponded to the urachus. 

In addition to upward displacement, the kidney 
presented a trilobed structure with ureters that were 
normal except for an altered course and irregular 
length. Both of the ureters emptied into the ante- 
rior cyst through a small sulcus. 

The prostate and seminal vesicles could not be 
found. The testicles, epididymis, and vas were dis- 
covered in the abdominal cavity. 

The distal portion of the small intestine entered 
the posterior wall of the posterior sac, where it be- 
came lost. The structure of this sac with its tenie 
and appendices epiploice corresponded to the colon. 

Cross-sections of the umbilical cord demonstrated 
only one vein and one artery. 

Sections for microscopy were taken from the kid- 
neys, abdominal walls, umbilical cord, and the walls 
of the anterior and posterior sacs. 

On microscopic examination, the wall of the ante- 
rior sac (urachus) showed four distinct layers: a 
tunic of loose connective tissue lined by an endo- 
thelial layer, the peritoneum; a thick muscular coat; 
and submucosa and mucosa of flat, polystratified 
epithelium. The wall of the posterior sac showed the 
same histological structure, but was thicker. The 
muscularis of the posterior sac was more distinct 
and presented an external circular and an internal 
longitudinal layer analogous to the external and in- 
ternal layers of the normal intestine. The submucosa 
was rich in capillaries and lymphatics. The mu- 
cosa consisted of high, flat, polystratified epithe- 
lium lacking a true basal membrane and muscu- 
laris mucose. Glandular formation was absent in all 
sections. 

In the author’s opinion the malformation was a 
persistent cloaca interna or endodermica with no- 
tably hypertrophied and dilated walls. 

GerorceE C, Frvoza, M.D. 


Phélip, L.: Endoscopic Findings and Operative 
Endoscopic Technique in the Dysectasias of 
the Neck of the Bladder Exclusive of Prostatic 
Hypertrophy (Constations endoscopiques et tech- 
nique operatoire endoscopique dans les dysectasies 
du col, hypertrophie prostatique exclue). J. d’urol. 
méd. et chir., 1932, XXxiv, 257. 


The author discusses “prostatism without pro- 


static hypertrophy.”’ Persons with this condition 
have all of the symptoms of obstruction of the neck 
of the bladder without enlargement of the prostate 
as determined by rectal examination. Phélip prefers 
the universal cysto-urethroscope for examination. 
At operation, performed under caudal block anzxs- 
thesia, he makes radiating incisions around the 
circumference of the neck of the bladder with an 
electrical sound scalpel. In the lower half he makes 
one median and two lateral incisions. When the 
incisions are guided by rectal palpation there is 
no danger of going too deep. Phélip prefers an 


alternating current with very short wave lengths. 
With the endoscopic electrical curette he removes a 
deep slice or the entire neck of the bladder. 

After the operation a catheter is kept in the blad- 
der for forty-eight hours and irrigations are given 
until the washings are clear. The patient may be 
allowed to get up on the third or fourth day or may 
be kept in bed for from seven to ten days. 

If necessary, the operation may be repeated after 
three weeks. F. M. Cocuems, M.D. 


Costantini, P.: Traumatic Rupture of the Urinary 
Bladder and Attacks of Urzemia (Scoppio trau- 
matico della vescica urinaria e attacchi uremici). 
Clin. chir., 1932, viii, 952. 

The author reviews the factors involved in rup- 
ture of the bladder by direct and indirect trauma 
and muscular violence, and discusses those influenc- 
ing the results and responsible for the high mortality. 

He reports the case of an aviator who was severely 
injured when his plane crashed. Apparently he was 
struck on the back by the motor. The accident was 
followed immediately by pain in the lower part of 
the abdomen. When the patient was taken to the 
hospital he had an urgent desire to urinate, although 
he was in great shock. Catheterization yielded 
bloody urine. The abdomen was distended, ex- 
tremely tender to palpation, and somewhat rigid. 
Exploration was done under spinal anesthesia. The 
space of Retzius was densely infiltrated with urine, 
and a large amount of urine was present in the peri- 
toneal cavity. The bladder wall was not simply 
lacerated or punctured, but rather fragmented, and 
there seemed to be definite loss of substance in the 
region of the dome. The trigone was intact. A 
catheter having been passed down the urethra in a 
retrograde manner, the fragments of bladder were 
sutured about it as well as possible. The result was 
a small tube-like bladder about 1o cm. long and a 
few centimeters in diameter. There was an asso- 
ciated fracture of the pelvis. 

The operation was followed by oliguria, several 
convulsions, and uremia, but recovery resulted and 
ultimately urination became normal. Roentgeno- 
grams taken with the use of a contrast medium 
revealed a fairly normal bladder outline which, in 
view of the findings at operation, was unexpected. 

This case is reported with special reference to the 
apparent regeneration of the bladder and the occur- 
rence of uremia. The author reviews some of the 
literature on regeneration of the urinary bladder 
and concludes that the case he reports was an in- 
stance of such regeneration. In discussing the 
uremia he cites many of the theories regarding it. 
He believes that the serious postoperative condition 
of his patient was a combination of shock and 
toxemia from the urine in the peritoneal cavity and 
the subcutaneous tissues. He believes that the oli- 
guria of the first few days contributed to the uremic 
condition. He states that the ultimate outcome in 
such cases depends largely on the severity of the 
renal damage. A. Louts Rost, M.D. 
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Moriconi, L.: A Contribution to the Study of 
Bladder Tumors (Contributo allo studio dei tu- 
mori vescicali). Amn. ital. di chir., 1932, ix, 670. 

The author emphasizes the value of the cystoscope 
in the diagnosis, differentiation, and treatment of 
malignant and benign tumors of the bladder. 

He uses the classification of Christeller, dividing 
bladder tumors into those which are epithelial and 
those which are non-epithelial. 

The incidence of epithelial tumors has been vari- 
ously reported at from go to g5 per cent. Non- 
epithelial tumors are comparatively rare. Moriconi 
has had no experience with non-epithelial tumors, 
but cites the observations of others regarding them. 

Attention is called to the statement of Christeller 
and Stenius that malignancies are very frequently 
transformations of epithelial tumors. 

Of twenty bladder tumors reviewed, two were 
malignant. Fifteen (87 per cent) of the benign tu- 
mors had a para-ureteral origin. All but two of the 
neoplasms were finely pedicled. There was no in- 
stance of diffuse papillomata or vesica villosa. The 
patients ranged in age from twenty-five to sixty 
years. Only three of them were females. 

In seventeen of the eighteen cases of benign tumor 
the chief sign of the condition was the appearance of 
blood in the urine, usually at the end of urination. 
The duration of symptoms ranged from two to 
twenty years. 

The differentiation of malignant tumors from 
benign tumors by means of the cystoscope was con- 
firmed in all cases by histological examination. 

In five cases the causative factor was believed to 
be gonorrhoea. In one case the tumor was associated 
with calculi. In no case were diverticula found. No 
particular difference was noted in the incidence of 
the tumors in persons engaged in different profes- 
sions or trades. 

Of the eighteen patients, one was treated with 
diathermy through the cystoscopic sound and seven- 
teen were treated through a suprapubic cystotomy— 
six by the diathermocoagulation of Beer, seven by 
the Heitz-Boyer fulguration method, and five by 
diathermocoagulation plus fulguration to the mar- 
gins of the neoplasm. 

In the two cases of malignant tumor—cases of 
papillary carcinomata with the same histological 
structure—the results were poor, the patients dying 
within a year, one from pulmonary metastasis and 
the other from generalized metastases. 

GrorcE C. Frnora, M.D. 


André and Grandineau: The Treatment of Malig- 
nant Tumors of the Bladder (Traitement des 
tumeurs malignes de la vessie). J. d’urol. méd. et 
chir., 1932, Xxxiv, 416. 

Surgeons are not always agreed in regard to the 
malignancy of bladder tumors. Many pedicled 
tumors are epitheliomata, but as the malignant 
degeneration is often limited to the surface the 
cancerous focus can frequently be avoided. In cases 
of sessile and infiltrated tumors which invade the 


lymphatics early final cure is rarely possible even if 
there is no local recurrence. 

Surgeons differ on many points in regard to treat- 
ment but on some points there is general agreement. 
In cases of pedicled epitheliomata in which the 
tumors are few and no larger than a nut, treatment 
with the high-frequency current can be given 
through the cystoscope. Some American surgeons 
apply radium through the cystoscope. If the tumors 
are very large or numerous the bladder must be 
opened. Excision without complete resection fol- 
lowed by application of the high frequency current 
to the wound gives good results with little risk. If 
the tumors are numerous, total cystectomy may be 
indicated. 

Sessile or infiltrated epitheliomata must be 
treated by cystotomy if the patient’s condition per- 
mits operation. If there is a single hard tumor of the 
upper part of the bladder, partial resection may be 
sufficient. If the tumor is large the immediate re- 
sults may be satisfactory, but the lymphatics are 
generally already invaded and recurrence develops. 
In cases in which there is a single large tumor in 
the lower third of the bladder, the most frequent site, 
partial resection is generally followed by recurrence. 
Even total cystectomy is rarely effective perma- 
nently unless it is performed early, and in the early 
stage the patient generally refuses it. In the early 
stage radiotherapy may be as effective with little 
risk. In cases of multiple small tumors which are 
close together and in the upper part of the bladder 
an extensive partial resection may be sufficient. If 
not, total cystectomy is necessary. The only treat- 
ment for soft encephaloid tumors is total resection. 

If the patient’s general condition is too poor for 
radical operation, electrocoagulation may be done 
through a cystotomy incision. In some cases of 
tumors that have not completely invaded the blad- 
der wall it results in cure, and in many it gives 
complete and prolonged palliation. Radium treat- 
ment is useless if invasion of the lymphatics has oc- 
curred and cannot be employed if the general con- 
dition is very poor or the tumor is very large. It 
can be used effectively for low tumors that are not 
too large. In some cases kidney function can be 
improved by hygienic and dietetic measures and 
arresting the hematuria by deep roentgen therapy. 
The intravenous injection of mesothorium and 
cystoscopic electrocoagulation may bring about con- 
siderable and sometimes permanent improvement. 

In spite of modern methods the treatment of 
malignant tumors of the bladder has not made much 
progress. However, the fact that a cure has been 
obtained in some cases should encourage efforts to 
make an early diagnosis. Early diagnosis would be 
possible much more often if a cystoscopic ex- 
amination were made in every case of hematuria. 

In the discussion of this report, RICHER cited good 
results from a combination of radium and surgery. 

HoccE said that in his opinion all true tumors of 
the bladder are malignant. Urologists are not very 
skilled in the use of radiotherapy and a closer co- 
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operation between radiologists and pathological 
anatomists is necessary. 

Oralson said that he uses cystoscopic electro- 
coagulation for small tumors and resection for larger 
ones. He follows the patients up for years with 
cystoscopic control in order that he may detect and 
treat recurrences early. 

GaYET stated that diathermia is the treatment of 
choice for polyps and surgery the treatment of 
choice for malignant tumors. He has not had good 
results from radium irradiation. 

CATHELIN reported that he had operated on fifty- 
one cases of tumor of the bladder with a mortality 
of 5 per cent. He advised against too radical opera- 
tion such as total cystectomy and also against ful- 
guration through the urethra. He recommended for 
all cases cystotomy followed by deep and prolonged 
thermocauterization or partial resection of the 
mucous membrane with suture. 

De SmertH said that he had obtained the best re- 
sults by cystoscopic electrocoagulation in cases of 
small tumors and by cystotomy with thermo- 
cauterization or electrocoagulation in cases of large 
tumors. 

BOECKEL stated that cystotomy with electro- 
coagulation is the treatment of choice for sessile or 
infiltrated cancers of the lower part of the bladder 
if the tumors are too large to permit cystoscopic 
electrocoagulation. 

Lepoutre said that the only logical operation for 
cancer of the bladder is early and total cystectomy. 
At present this is always performed too late. 

Le Fur said that the high-frequency current 
should be used by the cystoscopic route for small 
tumors and after cystotomy for large ones. 

GERARD stated that almost all malignant tumors 
of the bladder come for treatment too late. The only 


way to improve the results is to make an earlier 
diagnosis by carrying out a systematic examination 
for cancer in every case of hematuria that is not 
manifestly caused by nephritis. 

DarceEt advised electrocoagulation of exuberant 
masses and the implantation of radium needles in 
the base of the tumor for from five to seven days. 
He reserves cystectomy for cases in which radium 
therapy and electrocoagulation fail. 

Luys said that in most cases only palliative treat- 
ment is possible. He advised careful daily irrigation 
of the bladder and even a permanent hypogastric 
incision. He regards electrocoagulation as a valuable 
palliative measure. 

PaPIN stated that total cystectomy is indicated in 
the majority of cases and would be more successfu| 
if it were performed earlier. Physical treatments arc 
only palliative. The best palliative treatment is 
derivation by double iliac ureterostomy. 

PasTEAU said that treatment with the high 
frequency current after suprapubic cystotomy is o! 
great value. Cystectomy is a very serious operation 
and does not give permanent results. Radium and 
roentgen therapy are not effective. 

Hei1z-Bover advocated operation with the elec 
tric knife. He said that this prevents shock and 
increases the limits of operability of malignant 
tumors of the bladder. 

GOUVERNEUR recommended electrocoagulation for 
small pedicled tumors and partial cystectomy with 
the electric knife for larger ones. He believes that 
total cystectomy should not be used. He stated that 
double ureterostomy is indicated in advanced cascs 
with functional disturbances. As operation shoul: 
be done early, he advised cystoscopic examination 
in all cases of hematuria. 

Aubrey Goss Morcan, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Bisgard, J. D.: Longitudinal Bone Growth. The 
Influence of Sympathetic De-Innervation. Ann. 
Surg., 1933, XCvii, 374. 

From an experimental study of the influences 
affecting longitudinal bone growth, Bisgard con- 
cludes that this growth is not influenced by sympa- 
thetic de-innervation and that there is no experi- 
mental evidence to justify the performance of 
sympathetic ganglionectomy to accelerate bone 
growth. In his opinion the best method of correcting 
discrepancies in length are shortening of the long 
extremity by osteotomy, arrest of the longitudinal 
growth of the long extremity, or lengthening of the 
short extremity by distraction. 

Paut C. Cotonna, M.D. 


Littlejohn, C. W. B.: Osteochondritis, and in Par- 
ticular Osteochondritis Dissecans. Australian 
& New Zealand J. Surg., 1933, ii, 278. 

Littlejohn says that the application of the suffix 
“itis” to the disease under consideration is unjusti- 
fied and a new name is desirable. The condition has 
been ascribed to trauma, traumatic circulatory dis- 
turbances, quiet necrosis, infection, and constitu- 
tional factors. Littlejohn believes the theory at- 
tributing it to trauma is the most logical. This 
theory is supported by the fact that the condition 
occurs most frequently in men in good health. 
Moreover, the loose bodies and irregularity in the 
condyles can be explained on the basis of a sub- 
chondral fracture. A fall on the flexed knee may 
transmit a force through the patella to the medial 
condyle, the location of 95 per cent of the lesions. 
The subchondral bone, which is a dense layer sur- 
rounding the spongy bone, is broken, whereas the 
cartilage, which is flexible, is not. The result is 
necrosis of the injured segment and its eventual 
separation as a loose body. The loosening process 
is probably due to growth of the surrounding carti- 
lage which undermines and lifts the fragment from 
its bed, and to the rocking motion of the joint, which 
completes the separation. 

The author reports ten cases. In some of them 
examination revealed completely loose bodies and 
depressions in the condyle from whence they pre- 
sumably came. In others, partly detached frag- 
ments with hinged pedicles were found. Still others 
showed areas of apparent fracture under the carti- 
lage without separation. In most of the latter sub- 
sequent roentgen-ray examination showed 
attachment. 

In reviewing the history of the condition the 
author says: ‘Monroe in 1726 perceived that, 


corresponding roughly to the size and shape of the 
loose body, there was a hiatus on the medial con- 
dyle, and the obvious inference was that the frag- 
ment was merely a chip struck off by external 
violence.” 

It is suggested that other forms of osteochondritis, 
such as Koehler’s disease, Kuemmel’s disease, and 
Legg-Perthes disease, may be due to trauma which 
is not sufficient at the time to justify immobiliza- 
tion but causes after-effects demonstrable by roent- 
gen examination. WILLIAM Artnur CLark, M.D. 


Heydemann, E. R.: Bone Atrophy Following Trau- 
ma (Ueber posttraumatische Knochenatrophie). 
Zentralbl. f. Chir., 1932, p. 2049. 


According to the theory most generally accepted, 
Sudeck’s atrophy depends trophoneurotic 
disturbances following inflammation and trauma, 
and involves bones and soft parts to the same degree. 
The author asked himself the question: ‘‘ How is it, 
then, that the bone atrophy is always found first in 
the region of the metaphysis and only secondarily in 
the epiphysis and diaphysis, even in regions where 
special articular changes are absent?”’ He believes 
he has found the answer to this question in the vas- 
cular supply since, in acidosis of the blood, the zone 
of the best vascular supply is most apt to give off 
calcium most readily and to the greatest extent. 
The best supplied zone of the bones of juvenile per- 
sons is the metaphysis. Therefore it is here, just as 
in adults in whom the vascular supply of the dia- 
physis has become poorer, that the calcium de- 
ficiency becomes roentgenologically demonstrable 
earliest. The author shows these phenomena in fif- 
teen roentgenograms of fractures of the diaphysis. 
From the results of experimental studies on dogs 
with disturbances of the anterior lobe of the pituitary 
gland he concludes that disturbances in the function 
of this gland may lead to calcium deficiency very 
rapidly. 

In the discussion of this report, KALiius cited 
the case of a man thirty-eight years of age who, seven 
weeks after a jump from a height of 34 meter, had 
a swelling and livid discoloration of the right foot 
and, without fracture, a considerable calcium de- 
ficiency of the entire skeleton of the foot. Kallius 
regards these findings as evidence of the influence of 
vasomotor disturbances. In another case cited an 
organic cerebral disease led to severe atrophy of an 
arm and almost cystic atrophy of the lunate bone. 

KoeEnIG cited the findings of Schmorl, Schmidt, 
and others who discovered focal degenerations with 
blood residue but without fracture in the vertebral 
bodies following trauma. He called attention also to 
the theory of Goerke and Greifenbein that the bone 
cells respond to “subfractural” injuries with local 
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necrosis, and to the theory of Pommers regarding 
the development of bone cysts from traumatic 
haemorrhages. 

RIEDER reported the findings of an investigation 
which he carried out with Never. Studies of the cal- 
cium metabolism in isolated surviving bones showed 
that, in venous perfusion, calcium is washed out 
from the bones, whereas in normal perfusion the cal- 
cium content of the arterial and venous blood re- 
mains unchanged. 

Kappis stated that he is unwilling to exclude the 
influence of the sympathetic nervous system. He 
believes it possible that bone atrophy following 
trauma may be produced or increased by psycho- 
genic influences. PLENz (Z). 


Elmslie, R. C., Fraser, F. R., Dunhill, T. P., Vick, 
R. M., Harris, C. F., and Dauphinee, J. A.: 
The Diagnosis and Treatment of Generalized 
Osteitis Fibrosa with Hyperparathyroidism. 
Brit. J. Surg., 1933, XX, 479. 


Generalized osteitis fibrosa associated with hy- 
perparathyroidism is an indication for exploratory 
operation on the parathyroid glands. The authors 
report the following three cases: 

Case 1. The patient was a woman forty-two years 
old who gave a history of pain in the shoulder and 
arm followed by spontaneous fracture of the hu- 
merus. Curettement of cystic cavities in the 
humerus was done. Rarefaction occurred in the 
tibia and thickening in the skull. The serum cal- 
cium ranged from g to 14 mgm. per roo cubic centi- 
meters. The history covered a period of ten years. 
Examination by the authors revealed muscular 
atrophy, prominence of the forehead, a recent frac- 
ture of the humerus, irregularity of all long bones, 
and bowing of the humeri and tibiz. The right lobe 
of the thyroid was larger than the left. In May, 
1930, a parathyroid tumor was removed from the 
left side. The operation was followed by tetany, 
but later this ceased. In 1932 the patient was work- 
ing hard on a farm, roentgen-ray examination 
showed definite improvement in the bones, and the 
serum calcium was normal. In spite of frequent 
traumata there had been no more fractures. 

Case 2. The patient was a woman twenty-six 
years old who complained of aching in the bones 
which was steadily growing worse and had sustained 
a fracture of the femur from slight trauma. At 
examination the left humerus was found expanded 
and the tibia irregular. In the lower pole of the 
right lobe of the thyroid there was a localized swell- 
in,. Removal of a parathyroid tumor on the right 
side was followed by a gradual decrease of the 
symptoms. Twenty months later the patient ap- 
peared entirely normal. 

Case 3. The patient was a woman twenty-three 
years old who had had bone deformities from spon- 
taneous fractures since the age of sixteen years. 
Frequently she had been confined to bed. Examina- 
tion showed muscle atrophy, enlargement of the 
skull, twisting of the spine, prominence of the ster- 


num, and bowing and terminal expansion of the 
long bones. The basal metabolic rate was —22. A 
parathyroid tumor was removed in January, 1931. 
When the patient was last seen, in May, 1932, she 
was well and active, had gained weight, and was 
able to walk without crutches, but very little change 
was apparent in the bone deformities. 

Comparative roentgen studies made before and 
after removal of the parathyroid tumor showed that 
the operation was followed by increased density of 
the bones, disappearance of the mottling in the skull, 
and, in some cases, a filling in of cystic cavities such 
that the area became more dense than the surround- 
ing bone. 

During the period of observation, the diet was 
carefully regulated and chemical studies of the blood 
were made. In two cases the serum calcium was 
abnormally high, and in the third case a high normal 
was found. In all, the phosphorus was abnormally 
low. After the operation the calcium content of the 
blood decreased. In one case the phosphorus showed 
a slight rise, but in the two others it was little 
altered. 

At operation, the parathyroid bodies may not be 
found in their ‘“‘normal’’ position. In one of the 
cases reported the parathyroid tumor was deeply 
embedded in the thyroid tissue. The tumors re- 
moved were from 2 to 3.5 cm. in length and from 1 
to 2 cm. thick. Most of them were oval. 

The diagnosis of generalized osteitis fibrosa is 
usually not difficult, especially in the advanced stage 
of the condition with pain, fractures, and definite 
roentgen-ray findings. Operation on the parathyroid 
glands is justified only if there is also a well-estab- 
lished diagnosis of hyperparathyroidism. This diag- 
nosis requires a study of the blood for increased cal- 
cium and decreased phosphorus and an examination 
of the thyroid region for tumor. 

WILLIAM ARTHUR CLARK, M.D. 


Ballin, M.: Parathyroidism in Reference to Ortho- 
pedic Surgery. J. Bone & Joint Surg., 1933, xv, 
120. 


The author distinguishes the following types of 
parathyroidism: 

1. The vertebral type, manifested chiefly by 
kyphosis and compressed vertebre and _ usually 
progressing slowly. This is the type starting with 
increasing roundness of the back, pathological frac- 
—_— of the vertebra, and aching in the back and 
egs. 

2. The infantile type. This is usually more 
rapid. It begins with general intestinal and urinary 
symptoms which are followed quickly by skeleta! 
pains and deformities. Roentgen-ray examination 
shows general decalcification, cyst formation, and 
“giant-cell tumors.’’ The tumors are often diag- 
nosed as chondromata. Adolescent coxa vara and 
slipping epiphysis may belong among these cases. 

3. The arthritic type. 

4. The Paget type. In this type, pathological, 
microscopic, and clinical examinations show transi- 
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tory stages between osteitis fibrosa cystica and 
Paget’s disease. The results of parathyroidectomy 
in Paget’s disease confirm the theory that the two 
conditions are identical and can be controlled by 
parathyroid removal. The author has operated on 
three cases of the Paget type. The first was seem- 
ingly a case of Paget’s disease of the femur in 
which other decalcifying lesions were found. The 
second and third were cases of typical Paget’s 
disease with thickening of the skull. Parathyroid- 
ectomy was followed by immediate relief of the 
pain and disappearance of the hyperostotic outline 
of the skull. 

5. Types in which muscular hypotonia or gastro- 
intestinal symptoms are more prominent than skele- 
tal symptoms. Weakness may be shown by record- 
ing the milliamperes needed to stimulate muscular 
contraction, by moving pictures, and by electro- 
cardiograms. 

The author advises that conservative treatment 
by an anti-rachitic régime be tried before surgery 
is considered. Rosert V. Funsten, M.D. 


Scott, G., Brailsford, J. F., Mucklow, S. L., Vil- 
vandré, G. E., and Others. A Discussion on the 
X-Ray Diagnosis and Treatment of Osteo- 
Arthritis. Proc. Roy. Soc. Med., Lond., 1933, xxvi, 


Scott stated that the first roentgenographic 
change characteristic of osteo-arthritis of the hip 
joint is destruction of the cartilage of the joint. The 
second stage of the condition is characterized by the 
formation of new bone. The “fringe” osteophytes 
which are deposited around the head of the femur 
and the edge of the acetabulum and the ‘“‘acetab- 
ular”’ bone deposited in the lower segment of the 
acetabulum cause a gradual filling of the cavity 
with displacement of the head of the femur out of 
the acetabulum. The third stage is characterized by 
cavities in the head of the femur or in the bone 
around the acetabulum. In discussing osteo-arthritis 
of the hands, Scott said that Heberden’s nodes are 
usually the end-result of chronic gout. 

Watt said that when the disease is limited to one 
or two large joints or an isolated group of small 
joints and has been present for no longer than a year, 
deep therapy should take precedence over any other 
form of treatment. In the acute stage it is not ad- 
visable, and in the atrophic types of arthritis it is of 
little or no benefit. Of the cases in which it is indi- 
cated, a symptomatic cure or marked improvement 
can be expected in 60 per cent and improvement in 
15 per cent. 

BRAILSFORD stated that repeated trauma in the 
form of blows or strains on the articular surfaces 
plays an important part in the development of osteo- 
arthritis. Toxic absorption is an added factor. Suc- 
cessful results appear to be obtained only with treat- 
ment which gives rest to the affected joint or dimin- 
ishes the activity of extra-articular proliferation. 

MvcKLow said that cases with the most marked 
osteophyte formation are the most likely to respond 


to roentgen-ray treatment. Following roentgen-ray 
treatment, graduated muscle contraction is of great 
help. Roentgen-ray treatment is the procedure of 
choice for hypertrophic osteo-arthritis. 

VILVANDRE said that there are no cysts in osteo- 
arthritis. The light areas seen in the roentgenograms 
represent sites of osteoporosis or atrophy from dis- 
use. Trauma and foci of infection play an important 
part in the production of osteo-arthritis. Vilvandré 
deprecated too fine a subdivision of cases of osteo- 
arthritis. He believes that when osteophytes are 
found and there is pain with limitation of move- 
ment, the diagnosis of osteo-arthritis is sufficient. 

BATTEN stated that the intensive diagnostic method 
followed by the removal of teeth, tonsils, or portions 
of the gastro-intestinal tract had been employed to 
excess. However, it is important to search for foci 
of infection and treat them. Batten has seen ex- 
traordinary clinical cures and relief after deep roent- 
genray therapy. 

CONNELL mentioned the uterine cervix, hamor- 
rhoids, and the prostate as possible sites of foci of 
infection. 

NELIGAN, in referring to Scott’s statement that 
Heberden’s nodes are evidence of gout, said that in 
some of the cases he had found the uric acid content 
of the blood not raised. 

Barc ay and HARDMAN reported that small doses 
of roentgen irradiation, 125 kv., seem to produce 
very good results in osteo-arthritis. 

Norman C. Buttock, M.D. 


Leibovici, R., and Weill, J.: Articular Osteo- 
chondromatosis (L’osteochondromatose articu- 
laire). Presse méd., Par., 1932, xl, 1930. 


In examining specimens of loose bodies removed 
by operation from an elbow joint, the authors found 
important evidence supporting the theory that such 
bodies are of benign neoplastic origin. 

The patient was a man thirty-eight vears of age 
who had a swelling in the right elbow which slowly 
increased in size for two years, causing a progressive 
decrease in the range of motion of the joint. Ex- 
amination showed swelling on the medial aspect 
above the condyle in which numerous loose bodies 
could be palpated. Flexion was good and exten- 
sion was possible to 165 degrees. Roentgen-ray 
examination showed many loose bodies which were 
completely opaque and some which were of less 
density like cartilage. The loose bodies varied in 
size. Two years later the symptoms had increased, 
the elbow was painful, and extension was limited 
to about 120 degrees. 

Through a lateral incision, about thirty fibrocarti- 
laginous loose bodies were removed. Loose bodies 
which could not be reached through the lateral inci- 
sion were removed about a month later through a 
medial posterior incision. 

On pathological examination the bodies were 
found to have a fibrocartilaginous structure and to 
be partly calcified. There were no bony trabecule. 
The peripheral layer was necrotic, and some of the 
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centers were fatty. No signs of an inflammatory 
reaction were noted. Loose bodies removed from 
the posterior olecranon region showed more bony 
structure than those removed from the anterior 
part of the joint. The condition suggested osteo- 
chondromatosis. It furnished new evidence in favor 
of Henderson’s theory of the synovial origin of 
loose bodies. If abnormal synovia is not resected, 
recurrence may develop. 

In cases of multiple osteochondromata there is 
no history of trauma and no lesion in the articular 
cartilage from which the bodies might have had their 
origin, as in osteochondritis dissecans. 

Roentgen-ray treatment may inhibit the forma- 
tion of more osteochondromata by sterilizing the 
synovial membrane. Operation is indicated only 
to restore lost function. 

ArtTHUR Crark, M.D. 


Guibal, J., and Gentin, R.: Traumatic Disinsertion 
of the Lower Tendon of the Brachial Biceps 
(Désinsertion traumatique du tendon inférieur du 
biceps brachial). Rev. de chir., Par., 1933, li, 793. 


Two cases of disinsertion of the lower tendon of 
the brachial biceps are reported. This lesion is 
relatively rare, but is more frequent than avulsion 
of the tuberosity. In both of the authors’ cases 
the patient slipped and caught a support in such a 
way that the weight of the body was suspended by 
the right arm. In some of the cases reported the 
condition was caused by slight contraction of the 
muscle, but under such circumstances pathological 
lesions, most frequently gummata or gummatous 
infiltration, were present before the accident. 

Sometimes the pain is so intense that the patient 
drops the weight he is lifting or lets go of the sup- 
port to which he is holding. The pain is accom- 
panied by a cracking sensation. One patient said 
he heard a sound like the tearing of cloth and had 
the fecling that his flesh was being torn. There is 
immediate loss of function. 

A muscle swelling is seen at the middle of the 
anterior surface of the arm. On relaxation, it is 
smooth, soft, and compressible, but on flexion it 
rises toward the upper part of the arm and becomes 
harder and more prominent. At the elbow there is 
an abnormal depression in place of the tendon. 
There is also a hematoma, and later ecchymoses 
appear. 

In muscle hernia the body of the biceps is in its 
normal position, while in tendon rupture it rises 
toward the shoulder. In hernia the tendon is per- 
ceptible on contraction. Complete muscle rupture 
shows, instead of a swelling, a depression in the 
middle of the arm between the fragments which 
is exaggerated when an attempt is made to flex 
the forearm. The muscle does not rise, and there is 
a marked functional disturbance. In incomplete 
rupture, differentiation is more difficult, but the 
normal tendon can be felt at the bend of the elbow. 

Operation is required in practically all cases. In 
some, the tendon and periosteum can be sutured. 


Kerschner fixed the tendon to the anterior surface 
of the bone. This does not restore the supinator 
function of the biceps, but this function can be 
taken over by other muscles, particularly the supina- 
tor longus. The authors prefer Schmieden’s method, 
which consists in suturing the tendon of the biceps 
to that of the brachialis anticus as near as possible 
to its attachment to the ulna, the vessel and nerve 
bundle of the elbow being placed between the 
brachialis anticus behind and the biceps in front. 
In the cases in which the authors performed this 
operation the biceps showed a decrease in function 
of only 5 per cent after five months. Supination 
was decreased 40 per cent, but later became almost 
normal after hypertrophy of the other supinators 
Whatever method is used, the aponeurotic expan. 
sion of the biceps should be reconstructed as com 
pletely as possible. Auprey Goss Morcan, M.D. 


Schmorl, G.: Displacement of Intervertebral Disk 
Tissue and Its Results (Ueber Verlagerung voi 
Bandscheibengewebe und ihre Folgen). Arch. /. 
klin. Chir., 1932, clxxii, 240. 

Schmorl stated that, the so-called “persistent ver 
tebral body epiphyses”’ recently discussed by many 
should not be considered as such. They are in 
reality separations of the anterior parts of the ver- 
tebral body edges caused by intervertebral disk 
tissue pushed into the spongiosa of the vertebra. .\ 
prerequisite therefor is a very elastic gelatinou- 
nucleus. These separations of the edge occur prac 
tically only on the upper borders of the vertebra! 
bodies and usually in the lordotically curved lumbar 
portion of the spine. At the step-shaped excavation, 
where the posterior edge of the ledge of the verte 
bral body comes in contact with the cartilaginous 
plate of the vertebral body, the intervertebral disk 
tissue accommodates itself in an oblique anterior 
and downward direction and thereby causes separa 
tion of a part of the ledge and the spongiosa of th: 
adjacent vertebral body. 

Of 400 vertebral columns carefully examined, thi 
author found these changes in 20. As a rule the 
were found in older persons. In several instances 
separations from several vertebral bodies were visi- 
ble. The separation may be complete, the separate! 
piece being completely movable, or incomplete, th: 
separated piece being still held in position by con 
necting fibers. Of greatest importance clinically i- 
the fact that the penetration of the intervertebra! 
disk tissue progresses very slowly and care is neces 
sary to avoid making a diagnosis of fracture of th: 
vertebra. The author has observed avulsions 0: 
a similar nature resulting from a single trauma, bu! 
these are considerably more rare than the slow], 
developing separations. In the differential diag 
nosis it must be borne in mind that typical avulsion. 
are most common at advanced ages; that they ar 
usually found in the lymbar portion of the spina! 
column and very rarely in the lower thoracic por 
tion; and that they seldom appear in several vert: 
bre. Juncuanns (Z). 
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Ingelrans, P., and Minne, J.: Psoitis in the Child 
and Adolescent (La psoitis de l’enfant et de l’ado- 
lescent). Arch. franco-belges de chir., 1930, xxxii, 
1035. 

In the course of the last ten years the authors 
have seen eleven cases of suppuration of the psoas 
muscle in children between two and fourteen years 
of age. Occasionally this condition is caused by 
wounds, but usually it is metastatic from a focus 
of infection elsewhere, such as appendicitis, peri- 
nephritic abscess, and osteomyelitis of the pelvis. 
in women, it may be caused by puerperal infection. 

The anatomy of the region, particularly the 
lymphatic tracts, is reviewed. 

The first symptom is usually pain in the iliac 
fossa. Sometimes enlargement of the inguinal 
glands is found. The patient becomes fatigued 
casily, limps, and soon feels intense and continuous 
pain irradiating either to the lumbar region or, more 
frequently, along the thigh to the knee. Finally, 
walking becomes impossible and a deformed attitude 
of the limb results. Flexion occurs in all cases, 
abduction with external rotation in most cases, and 
internal rotation in a few cases. The fact that 
slight movement of the coxofemoral joint is possible 
differentiates the condition from arthritis. Palpa- 
tion discloses a doughy swelling in the iliac fossa. 
Early signs described by others are intense pain 
on pressure over the external part of the iliac fossa 
a little inside the anterosuperior spine of the ilium 
and pain on pressure over the lesser trochanter. 
None of the authors’ cases was seen in this early 
stage. As the suppuration develops the swelling 
may extend even to the pelvic region and fluctua- 
tion may be felt. There is always muscular contrac- 
tion of the wall of the abdomen near the suppura- 
tion, but when palpation is done carefully, begin- 
ning at a distance from the suppuration, the wall 
of the abdomen is found to be soft and there is 
no rigidity at McBurney’s point. The suppuration 
has a tendency to progress toward Scarpa’s triangle 
where the femoral insertions of the psoas muscle are 
located. 

The patient’s general condition is serious. The 
temperature is from 39 to 40 degrees C. and the 
pulse is rapid. There is a cold perspiration, and the 
patient’s color is like that of clay. The urine is scanty 
and highly colored. In some cases the patient 
presents a weakened condition with a thready 
pulse as in septicemia. If operation is not per- 
formed, death results from septicopyamia. 

The treatment indicated is drainage of the abscess. 
If this is done in time the prognosis is good. Various 
routes may be used, but it is most important to 
drain at the lowest point. As a rule the anterior 
route is best. As the condition is serious, the pa- 
tient should be kept under close observation. In 
one of the authors’ cases the temperature rose 
again and signs of purulent coxofemoral arthritis 
developed a week after evacuation of the abscess. 
A\s the serous bursa of the psoas muscle frequently 
communicates with the serous cavity of the joint, 


the joint may become infected by this route. In 
the case cited a number of operations were necessary. 
Auprey Goss Morcan, M.D. 


Kienboeck, R.: Juvenile Malacia of the Neck of the 
Femur of Hypophyseal Origin (Ueber juvenile 
Schenkelhalsmalacia hypophysaeren Ursprungs). 
Zischr. f. orthop. Chir., 1932, lvii, 408. 

Coxa vara adolescentium, which the author calls 
“juvenile malacia of the neck of the femur,” was 
first described by Mueller in 1888. Kienboeck 
reports a study of eight cases. He states that the 
acute changes are usually found in boys of corpulent 
build between the ages of fourteen and eighteen 
years. Sometimes adiposogenital dystrophy or 
lymphatic chlorotic constitution is mentioned in the 
records of such cases. Pain and rapid tiring of the 
affected hip, moderate external rotation, and limita- 
tion of motion, especially abduction, are the clinical 
signs of the condition. The neck of the femur is 
deformed as in coxa vara and the head of the 
femur is retroverted, mushroomed, decalcified, and 
flattened. The roentgenogram shows a shifting of 
the head on the softened neck. In its earliest stages 
the disease is usually latent, but may be rendered 
acute and painful by a strain. The acute stage may 
persist for months or years. 

The author believes that in his six active cases he 
could recognize endocrine disturbances. In_ the 
roentgenogram the most striking finding, aside from 
the conical tapering off of the deformed head of the 
femur, is a patchy area of decalcification which in 
the later stages is changed into a sclerotic marginal 
zone. In the course of months or years, with or with- 
out treatment, bony healing occurs with the forma- 
tion of a sort of knob on the head of the femur and 
a deforming arthrosis. In two of the authors’ cases, 
those of men over twenty and thirty years of age 
whose first symptoms were noted at the time of 
puberty, the roentgenogram disclosed shortening of 
the femoral neck and a dorsal knob on the neck 
which markedly hindered abduction. 

In Kienboeck’s opinion, the cause of the trouble 
is an endocrine disturbance induced by disease of the 
hypophysis with consequent weakening of the skeletal 
system which is overburdened by the excessive body 
weight. As a result there occur in the region of the 
growth zone microscopic fractures and aseptic ne- 
croses which are of endogenic origin but affected by 
exogenic influences. Kienboeck therefore suggests 
designating the condition as ‘juvenile hypophyseal 
malacia of the neck of the femur.” 

The disease must be differentiated from congeni- 
tal coxa vara; Legg-Calvé-Perthes disease, of the 
head of the femur; arthritis deformans of the adult; 
tuberculosis with marked atrophy and destruction 
of bone; painful gonorrheeal arthritis with a tendency 
toward ankylosis; multiple metastases from carci- 
noma; lymphogranulomatosis; xanthomatosis; late 
rickets; true osteopsathyrosis of children; hunger 
osteopathies; osteitis fibrosa; Paget’s disease of old 
persons; and traumatic fracture of the femoral neck. 
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In the active stage the treatment should be con- 
servative, orthopedic. Resection of the head of the 
femur has been abandoned. Hypophyseal prepara- 
tions should be administered. In the later stages 
with marked deformity, linear osteotomy may be 
considered. DUNCKER (Z). 


Loewy, R.: Knee Flopping (Le fauchage du genou). 
Bull. et mém. Soc. d. chirurgiens de Par., 1932, xxiv, 
523. 

In 1915 the author observed a case of considerable 
effusion of the knee following torsion without an 
osseous or meniscal lesion. This effusion, which was 
very painful, was not punctured and persisted for 
about a month. It was slowly absorbed, but con- 
siderable disability persisted. Suddenly, without 
apparent cause, the injured leg gave way without 
pain and the man fell to the ground. Examination 
revealed no laxity of the articular ligaments, effu- 
sion, abnormal play of the patellar tendon, or me- 
niscal tenderness. There was nothing to explain the 
sudden flopping. For a while thereafter it recurred 
many times daily. The patient was obliged to take 
precautions against its recurrence. Later the attacks 
became less frequent. 

Since observing this case the author has watched 
for similar phenomena in cases of knee injuries and 
has noted them quite often, whether the traumatism 
was a simple torsion or a more complicated injury. 
The flopping (“‘fauchage”’) usually follows traumata 
which, in the absence of tearing of the menisci or 
serious osseous lesions, cause hydarthrosis or 
hemarthrosis. It occurs after the hydarthrosis or 
hemarthrosis has disappeared and there is no longer 
any pain or other clinical symptom. 

The author is unable to offer a satisfactory ex- 
planation for the phenomenon. The suggestion has 
been made that it is due to inhibition of the nervous 
force maintaining the tonus of the quadriceps, but 
if this is correct it is necessary to explain why such 
an inhibition should occur without an appreciable 
cause. In the cases observed by the author there 
was a kind of heaviness of the limb which had per- 
sisted for from ten to fifteen years and was noticed 
especially when the patient was physically or men- 
tally fatigued or during changes in the weather. 

Manipulative treatment does little good and may 
do much harm. The author concludes that as a pre- 
ventive measure persons with a knee effusion should 
wear for some time a canvas or leather support 
extending above and below the knee. 

M. SALMONSEN. 


Kimmelstiel, P., Kremser, K., and Richter, H.: 
Osteochondritis necroticans of the Sesamoid 
Bone of the First Metatarsal (Osteochondritis 
necroticans findens der Sesambeine des 1. Meta- 
tarsale). Arch. f. klin. Chir., 1932, clxxii, 403. 


The authors discuss a frequently observed new 
disease which belongs to the group of insufficiency 
conditions of the foot and is called ‘“‘osteochondro- 
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or “‘chondrosis necroticans.”’ 


This disease is localized in the sesamoid bone of 
the great toe. In order to study it, very detailed 
anatomicopathological examinations of the ses- 
amoid bone were necessary. The sometimes very 
delicate and complicated changes in the sesamoid 
bone are shown by numerous photomicrographs. 
A total of eighty cases were studied. 

The condition seems to have no particular age 
incidence. The predominant changes are necroses 
and solutions of continuity in the cartilage, the 
osteocartilaginous margins, and the margins be- 
tween the cartilage and connective tissue. These 
changes are attributed chiefly to mechanical lesions. 

A large number of clinically observed and treated 
cases are reported in detail. The chief clinica! 
characteristics are pain at a typical site under the 
ball of the great toe and distinct tenderness to pres- 
sure in the region of the diseased sesamoid bone. 
The condition seems to occur more frequently in 
females than in males. In the diagnosis it must be 
differentiated from gout, fractures, and postural 
defects. As a rule it runs quite a chronic course. 

In general the treatment should be conservative. 
If conservative treatment is unsuccessful, the sesa- 
moid bone should be removed. 

The authors have studied thirty-five cases roent- 
genologically. The roentgenograms frequently showed 
fragmentation, vacuolation clearing, thickenings 
and crumbling. The microscopic findings do not 
always correspond in degree to the roentgen, find. 
ings. Hook (Z). 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Ottolenghi, C. E.: Economical Resection in Tuber- 
culous Osteo-Arthritis of the Knee (La resecci6n 
econémica en la ésteoartritis bacilar de la rodilla). 
Rev. de ortop. y traumatol., 1932, ii, 119. 


The author reviews the various methods of treat- 
ing tuberculosis of the knee joint and says that re- 
section is now generally regarded as the best pro- 
cedure. He describes his method of resection and 
illustrates the steps of the operation. The resec- 
tion is performed with the patient on a Putti table, 
which makes it easy to apply the cast immediately 
without moving the patient. Spinal anesthesia is 
used. An Esmarch constrictor is placed around the 
root of the thigh and held in place with a Finochietto 
or Putti tourniquet, which ensures perfect hamo 
stasis. In none of the author’s cases has there been 
any secondary hemorrhage or other unfavorable 
effect from the use of the bandage. An inverted 
U incision is made with its arch just above thi 
upper border of the patella and its ends on each 
side at the posterior end of the joint interline. 
The skin and soft parts are sectioned and the flap 
from the quadriceps tendon is turned down. I! 
adhesions are found between the patella and femur 
they are cut with scissors or a knife. When th 
upper part of the joint is exposed the leg is gradu 
ally flexed, the lateral ligaments and any adhesion: 


present being cut. The flexion is continued until 
the posterior surfaces of the condyles of the femur 
are visible, the proximity of the popliteal vessels 
being borne in mind. As soon as the joint surfaces 
are exposed all of the synovial membrane and soft 
parts that appear to be diseased are resected. The 
synovial cul-de-sac and any fungosities contained in 
it are removed completely. 

The knee is then flexed to 90 degrees, the tibia 
being displaced backward so that the lower end of 
ihe femur is completely exposed, and the joint 
surface of the femur is sawed off as economically 
as possible and with the formation of a convex 
surface. Removal of the diseased joint, cartilage 
ieaves a freshened bone surface. The resistance of 
this surface is tested with the back of a curette and 
any caseous cavities are curetted. The upper sur- 
face of the tibia is then sawed off with the forma- 
tion of a concave surface into which the lower 
surface of the femur will fit. Here too any cavities 
are curetted. Only the joint surface of the patella 
is resected. 

The leg is then straightened out and a careful 
examination is made to see that the bone surfaces 
are exactly adapted to each other. The leg is placed 
in flexion of about 5 degrees, which makes walking 
easier. The capsule and fibrous tissues are carefully 
sutured with reconstruction of the quadriceps ten- 
don. The aponeurosis and skin are sutured without 
drainage. A well-fitting plaster cast is applied from 
the pelvis to the foot so that complete immobiliza- 
tion is obtained. A roentgenogram is taken to con- 
trol the position. The case is left on for from five 
to six months, and at the end of that time another 
roentgenogram is taken. If ankylosis is complete, 
the patient is given an aluminum or celluloid gutter 
splint, with which he can walk. 

Fourteen cases in which this operation was done 
are reported with roentgenograms. 

AuprEY Goss MorGan, M.D. 


FRACTURES AND DISLOCATIONS 


Ireland, J.: Late Results of Separation of an Epiph- 
ysis. Ann. Surg., 1933, XCvii, 189. 


Eighteen patients with nineteen epiphyseal sepa- 
rations were examined from seventy-four days to 
seven years and one hundred and ninety-two days 
following the epiphyseal separation. Sixteen of the 
separations were due to trauma and three to scurvy. 
Eleven patients were treated conservatively by 
closed reduction. Of these, one had shortening and 
one had lengthening as measured in the roentgeno- 
grams, two had osseous union of the epiphysis to 
the shaft, one had deformity, and one had poor func- 
tion. None had arthritis. Two patients with three 
epiphyseal separations due to scurvy were treated 
by simple rest in bed without splints and the admin- 
istration of antiscorbutic food and medication. One 
had shortening and deformity, but neither had 
osseous union of the epiphysis to the shaft, impair- 
ment of function, or arthritis. Of the five patients 
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treated by open operation, all had subsequent short- 
ening as measured in the roentgenograms, four 
showed shortening by external measurements, one 
had osseous union of the epiphysis to the shaft, and 
one, after removal of the epiphysis, had deformity, 
poor function, and arthritis. The author concludes 
that open operation is to be avoided if the fragments 
can be approximated without it. 

The outlook with regard to deformity and func- 
tion seems to differ in the various epiphyses. The 
poorest results follow epiphyseal separations of the 
capitellum humeri, epicondylus medialis humeri, 
upper and lower femur, lower tibia, upper humerus, 
lower radius, and lower ulna. 

In only two of the author’s patients (with meta- 
carpal and finger phalanx separations) was there 
enough shortening to produce a poor cosmetic effect, 
and in only three (with lower femoral, capitellum, 
and median epicondyle separations) was there a 
deformity other than shortening which caused a 
poor cosmetic result. 

Ireland states that although it might be expected 
that the greatest amount of shortening would occur 
in injuries to the epiphysis, which unites last in all 
bones, no conclusion could be drawn in regard to 
this matter from the observations made in the cases 
reviewed. 

The amount of separation of the fragments as 
measured in the roentgenogram, either before or 
after an attempt at alignment, is apparently of no 
value in the prognosis as to sequel. The essential 
factor is undoubtedly the integrity of the epiphysis. 
At the present time there appear to be no evident 
criteria by which this can be determined. 


H. Earte Conwe i, M.D. 


Eliason, E. L.: Pathological Fractures. 
Gynec. & Obst., 1933, lvi, 504. 


In 63 per cent of the author’s cases of pathological 
fracture the cause of the fracture was a tumor; in 
13 per cent, an infection; in 13.6 per cent, a nutri- 
tional disturbance; and in 10.4 per cent miscellaneous 
conditions. Mentioned in order of decreasing fre- 
quency, the tumors were carcinoma, sarcoma, cysts, 
myeloma, hypernephroma, and endothelioma; the 
infections were osteomyelitis, lues, tuberculosis, sar- 
coid, and Paget’s disease; the conditions due to 
nutritional disturbances were osteogenesis imper- 
fecta, rickets, scurvy, and osteomalacia; and the 
miscellaneous conditions were hyperparathyroidism, 
atrophy from various causes, and poisons. 

Pathological fractures occur most often in the 
long bones connected with the trunk. The bone most 
frequently involved is the femur. 

In osteitis fibrosa cystica, fractures result in cure 
of the cysts. In cases of cysts due to parasites or 
chondromata, the pathological tissue must be re- 
moved before healing will result. It is advisable to 
use roentgenotherapy after immobilization to insure 
proper eradication of the neoplastic tissue. 

In cases of carcinoma, the most common single 
cause of pathological fractures, healing occurs be- 
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fore death from the disease in about 50 per cent of 
the cases. In sarcoma, endothelioma, and multiple 
myelomata, the pathological fractures rarely heal. 

In fractures associated with acute osteomyelitis 
good results are obtained if proper drainage is es- 
tablished and the bone is immobilized early. Frac- 
tures due to syphilis of bone are rare, but heal well 
under treatment. In fractures associated with 
tuberculosis of bone the results are poor. In Paget’s 
disease union is slow. Non-union usually means 
sarcoma. 

In neuropathic conditions the bone is fragile be- 
cause of atrophy of disuse and neutrophic changes. 
These conditions include tabes dorsalis, paresis, 
syringomyelia, spina bifida, infantile paralysis, and 
hemiplegia. The prognosis for union is good, but 
care must be used in immobilization, particularly in 
cases of hemiplegia, as persons with these conditions 
easily develop hypostatic pneumonia. 

Fractures due to osteomalacia, rickets, and scurvy 
heal quickly under treatment with large amounts of 
Vitamins D and C. 

Hyperparathyroidism, which is due usually to a 
parathyroid adenoma, frequently causes multiple 
fractures. Removal of the tumor followed by the 
administration of viosterol and calcium gives good 
results. 

Fractures associated with osteogenesis imperfecta 
and osteosclerosis generalisata heal well, but recur. 
In Gaucher’s disease, rarefaction of bone causes 
fractures which heal poorly. 

Workers in industries engaged in the production 
of phosphorus, pearls, arsenic, pyrogallic acid, and 
mesothorium are subject to bone erosion and frac- 
ture. The prognosis is good as to union if the cause 
is removed, but is poor as to complications. 

Maurice L. Dare, M.D. 


Colp, R., and Mage, S.: The Treatment of Joint 
Fractures. Ann. Surg., 1933, xcvii, 177. 


The authors state that fractures into joints are 
not as common as fractures of the long bones. They 
report on 154 cases of fracture involving joints ex- 
clusive of the spine which were treated during the sur- 
gical wards of the Beekman Street Hospital, New 
York, in the period from 1926 to 1930. The total 
number of fractures treated during that time was 
2,250. 

Joints adequately protected by large muscles, 
such as the hip and shoulder, are less liable to injury 
than those guarded mainly by tendinous structures, 
such as the wrist and ankle. Joints of the lower 
extremity, hampered by weight-bearing, are more 
prone to injury than those of the upper extremity, 
in which the conditional reflexes are quicker and 
more adept in protective movements and the range 
of evasive motion is increased by the great mobility 
of the shoulder joint. In joints such as the hip and 
knee the intra-articular ligaments have a stabilizing 
and immobilizing influence. 

Intrinsic joint injury resulting in definite irregu- 
larity of the joint surface interferes with function. 


Therefore every attempt should be made to es- 
tablish normal alignment of the joint surface if the 
displacement warrants. 

Reduction may be accomplished by manual ma- 
nipulation under anesthesia, by the slower process 
of traction, or by open operation. In most joint 
fractures the displacement of fragments is not 
marked. While it is possible for exuberant callus to 
protrude into a joint cavity, this complication did 
not occur in the cases reviewed. Moreover, it has 
been definitely shown that synovial fluid acts as 
a deterrent to callus formation. Injury of extra- 
articular and periarticular tissues, which may result 
in fibrous connective tissue adhesions and con 
tractures restricting the range of joint motion, is a 
serious complication, but may be prevented by 
treatment including the immediate application o/ 
radiant heat and gentle massage whenever feasible, 
supplemented as soon as possible by early active 
motion within normal limits. 

As a rule active motion need not be delayed be- 
cause of the fear of increasing deformity as the orig 
inal displacement of fragments is usually slight an«! 
is rarely made worse by manipulation. It is only in 
the exceptional case complicated by unusual com- 
minution and marked separation of the fragment- 
that the condition is aggravated by early motion. 
The danger of the production of arthritis by earl, 
motion is more theoretical than real unless there is 
an underlying arthritic tendency. Weight-bearing 
should be deferred until union is firm as the direct 
pressure may cause splaying of the bones making 
up the injured joint. 

In some types of joint fractures immobilization is 
to be preferred to early motion. In fractures com- 
plicated by severe injury of ligamentous and cap- 
sular attachments resulting in dislocation, motion 
should be delayed until the ligamentous injuries arc 
firmly healed. In such cases the application o/ 
traction to maintain the reduction may permit the 
institution of motion at an earlier period without 
the disturbance of fragments. Immobilization is 
preferable to active motion also in cases of arthrodia! 
joints as the constant slight play of the fragments in 
a relatively stable joint favors non-union, arthritis, 
and persistent pain. 

Unusual joint fractures in which the fragments 
become so displaced that function is interfered with 
by malunion, non-union, or small fragments lying 
free in the joint are usually best treated by oper- 
ative measures. The displaced fragments may be 
replaced and held by sutures or metal appliances. 
If the fragments are small they may be removed 
unless their removal will interfere with joint func- 
tion or bone growth. Severe ligamentous damage 
resulting in the wide separation of bone fragments 
or marked subluxation of the joint may requir 
immediate repair. 

While these general principles form a basis for the 
treatment, they cannot be observed routinely. The 
treatment must be adapted to the physical findings 
in the particular case. H. Earte Conwett, M.D. 


Rotolo, G.: Fractures of the Clavicle (Le fratture 
della clavicola). Clin. chir., 1932, viii, 874. 

The author discusses the causes, symptoms, clini- 
cal and roentgen diagnosis, complications, and 
treatment of fractures of the clavicle and reviews 
the results obtained in 342 cases. Most of the cases 
were treated by a modification of the method of 
}sardenheur—continuous balanced suspension trac- 
‘ion with the arm in abduction and supination. 
Closed reduction was done in all except a few in 
which it was impossible or where nerve or vascular 
injury was present. Good function was obtained. 
In a few cases a slight deformity or overriding per- 
sisted because of intolerance of the patient to the 
application of sufficient weight or because of delay 
of treatment. Good results were obtained even in 
cases of comminuted fractures. 

Twenty-seven cases representative of the different 
types of fractures in the 342 cases reviewed are 
reported in detail with roentgenograms and the 
findings of the follow-up examination which was 
made from one month to four years after the treat- 
ment. Only 8 of these cases were treated by open 
reduction. 

The author is convinced that open operation 
should be the exceptional type of treatment. He 
believes that the confinement to bed necessitated by 
the treatment described is compensated for by the 
results which are superior to those of other methods. 

A. Louts Rost, M.D. 


Wilson, P. D.: Fractures and Dislocations in the 
Region of the Elbow. Surg., Gynec. & Obst., 
1933, lvi, 335. 


Of 4,536 skeletal injuries seen during a period of 
seven years, about ro per cent involved the elbow. 
In the cases of 140 patients with 176 elbow injuries, 
the end-results after a year or more were carefully 
graded according to the system in use at the Mas- 
sachusetts General Hospital, Boston. Arranged in 
order of decreasing frequency the most common in- 
juries were dislocations, supracondylar fractures, 
fractures of the head and neck of the radius, and 
fractures of the olecranon. In 5 per cent of the 
hospital cases there was a complicating injury of 
one of the main nerves of the arm. 

Of 57 supracondylar (diacondylar) fractures, 3 
were of the flexion type with anterior displacement 
of the distal fragment and the rest were of the com- 
mon hyperextension type. These fractures were 
usually reduced successfully by the closed method. 
The menace of vascular interruption is ever present. 
In cases with severe circulatory disturbances at- 
tempts at reduction should be abandoned in favor 
of such measures as extension of the elbow, eleva- 
tion of the arm, the application of heat, and opera- 
tive relief of tension. The fracture may be reduced 
later, but excellent results are sometimes obtained 
without complete reduction. 

Fracture of an epicondyle usually occurs on the 
medial side and is usually an epiphyseal separation. 
In simple cases the prognosis is good if the elbow 


. should be done. 
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is treated in flexion. If the fragment is displaced 
into the elbow joint and there is involvement of 
the ulnar nerve, immediate operation is required. 
Excision is recommended. 

Condylar fractures are largely individual prob- 
lems. In cases of fracture of the medial condyle, 
closed reduction should be followed by fixation in 
the position of acute flexion, and in cases of fracture 
of the lateral condyle, by fixation in complete ex- 
tension. In cases of condylar fracture with severe 
deformity the choice of treatment lies between: 
(1) open operation, preferably with internal fixa- 
tion of the major fragments by screws or a plate, 
and (2) suspension and traction with early mobiliza- 
tion. Open reduction should be followed by early 
mobilization with traction and suspension. 

Fracture of the capitellar epiphysis can be diag- 
nosed by comparing lateral roentgenograms of the 
injured and sound arm. Slight displacement re- 
quires no treatment other than fixation in acute 
flexion for two or three weeks. When there is com- 
plete rotary displacement open reduction is neces- 
sary. Ununited fractures of the epiphysis are often 
— by cubitus valgus with late ulnar nerve 
palsy. 

The head and neck of the radius are fractured 
most frequently in adult life. Epiphyseal fractures 
with displacement require reduction by open opera- 
tion. In the cases of adults, open reduction should 
be reserved for fractures of the neck. When two- 
thirds of the head, including the portion which 
articulates with the ulna, are intact, displaced frag- 
ments should be excised. In all other comminuted 
and displaced fractures resection of the entire head 
Resection should be performed 
within the first two weeks, and care should be taken 
that no bone fragments are left behind. 

Fractures of the olecranon without displacement 
may be splinted for three weeks with the arm in 
right-angle flexion. When there is only slight dis- 
placement, complete extension may suffice, but in 
cases of gross displacement open operation is de- 
sirable. As suture material living fascia is recom- 
mended. Active motion should be started after 
one week. 

Dislocations of both bones at the elbow are com- 
plicated by fractures most often in the second 
decade and after the third decade of life. Whether 
such dislocations are complicated or not, immediate 
reduction preceded and followed by roentgen ex- 
amination should be done under anwsthesia. The 
menace of calcifying hematoma may be increased 
by repeated manipulations of the elbow. Forcible 
passive movements to increase extension are par- 
ticularly dangerous. In cases of calcifying hema- 
toma the early treatment should consist of complete 
rest. Excision should not be atiempted before a 
year. 

Fractures of the coronoid process and dislocations 
of the upper end of the radius are discussed briefly. 

The article contains charts showing the age in- 
cidence and tables showing the age incidence, treat- 
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ment, and end-results of the different types of injury. 
Striking fractures and dislocations are shown by 
outline drawings. The author concludes that frac- 
tures and dislocations of the elbow are not formi- 
dable when they are understood and correctly 
treated. Wa ter P. Biount, M.D. 


Lange, M.: The Danger of the Formation of 
Pseudarthrosis and of Necrosis of the Head 
of the Femur After Fracture of the Neck or 
Head of the Femur in Young Persons (Die 
Gefahr der Pseudarthrosenbildung und Femurkopf- 
nekrose nach Schenkelhals- und Schenkelkopf- 
bruechen Jugendlicher). Zischr. f. orthop. Chir., 
1932, lvii, 531. 

The theory that fracture of the neck of the femur 
shows a much more marked tendency to heal in 
children and young persons than in adults is erro- 
neous. In lateral fractures of the neck of the femur 
there is great danger of the formation of pseud- 
arthroses, and in isolated fractures of the head of 
the femur there is great danger of aseptic necrosis. 


From serial roentgenograms made in typical cases it 
appears that after lateral fractures of the neck of the 
femur in young persons between eleven and seven- 
teen years of age aseptic necroses of the upper end of 
the femur may develop very gradually after roent- 
genological and clinical healing of the fracture has 
taken place. The disease pictures show an agrec- 
ment with Perthes’ disease which, according to 
these observations, occurs as a sequel to a traumatic 
vascular injury causing a disturbance of the nutri- 
tion of the head. 

Isolated fracture of the head of the femur usually 
remains undiagnosed for a long time. The early 
symptoms subside, but after from three to six 
months the condition becomes worse again because 
of local necrosis in the capital epiphysis. Later the 
head appears flattened and shows a trough-shaped 
depression. Because of the danger of secondary 
necrosis of the head, apparatus to relieve weight 
bearing must be used for at least six months in 
cases of fracture of the neck of the femur, even in 
the cases of young persons. ERLACHER (Z). 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Reid, M. R.: A General Consideration of Blood 
Supply in the Practice of Medicine and Surg- 
ery. South. M.J., 1933, XXvi, 107. 


A knowledge of the circulatory system is of prime 
importance in the practice of surgery. Infection of 
visceral spaces and of operative wounds is dependent 
largely upon foreign bodies and dead or devitalized 
tissue. Consequently it is important for the surgeon 
to handle the tissues delicately so that he will not 
crush them, to avoid mass ligation and the burial of 
more ligature material than is absolutely necessary, 
and to prevent tension that will interfere with blood 
supply. 

The relief of embarrassment to the general cir- 
culation by use of the effect of gravity in Fowler’s 
position is emphasized. 

Non-specific measures of great importance in the 
treatment of peripheral vascular disease are dis- 
cussed. Maximum codperation is achieved by care- 
fully explaining to the patient the rationale of the 
procedures used and checking their details repeat- 
edly. 

The level of the resting extremity which results 
in optimum circulation to the foot is determined 
individually for each case and then maintained as 
constantly as possible. Elevation much above this 
optimum level is a common mistake and favors the 
development of gangrene. 

The cycle of position and exercises (Buerger and 
Allen) in which time is devoted to elevation, depend- 
ency with exercise, and rest with heat is a most im- 
portant part of the routine of the patient’s self-help. 
They improve the circulation. 

The skin should be carefully washed and oiled 
until it becomes as soft and delicate as possible. The 
involved extremities must be protected from cold, 
infection, and trauma. The fluid intake should be 
established by actual measurement and maintained 
at a high level. In some cases thyroid extract may 
improve the circulation. All foci of infection should 
be eradicated. Tobacco should not be used. 

These conservative measures often prevent the 
development of a threatened gangrene. 

A constant endeavor to improve the blood supply 
will improve the results not only of surgeons, but 
also of physicians. W. J. Merte Scorr, M.D. 


Sheehan, D.: On the Innervation of the Blood 
Vessels of the Upper Extremity: Some Ana- 
tomical Considerations. Brit. J. Surg., 1933, xx, 
412. 


Sheehan calls attention to the discrepancy be- 
tween the results of lumbar and cervicodorsal sym- 
pathectomy. He notes that in properly selected 


cases lumbar ganglionectomy has consistently satis- 
factory effects upon the blood vessels of the lower 
limbs, whereas cervicodorsal sympathectomy may 
be very uncertain in its effect on the vascular system 
of the arm. He tabulates the possible factors under- 
lying the incomplete results of cervicodorsal sym- 
pathectomy as follows: 

1. Failure to produce a total sympathetic de- 
nervation of the limb. 

2. Pathological changes in the peripheral vessels 
(i.e., a local fault). 

3. Action of middle cervical and vertebral ganglia 
as reflex centers. This theory necessitates the postu- 
lation of afferent vascular nerves. 

4. Extension of the periarterial nervous plexus 
as far down as the hand. 

By means of gross anatomical dissections on 
twenty-five specimens a study was made of the sym- 
pathetic supply of the blood vessels of the upper 
limb. Particular attention was paid to the rami 
communicantes, the brachial plexus, and the re- 
lationship of the nerve fibers to the subclavian ar- 
tery. 

The most striking feature of the cervicodorsal 
sympathetic system is the great complexity and 
variability of its components. For this reason 
ramisection is an uncertain operation. Complete 
denervation is best obtained by ganglionectomy. In 
this procedure it is essential to remove the inferior 
cervical ganglion and the upper two thoracic ganglia. 
For this purpose as well as to avoid injury to the supe- 
rior intercostal artery or thoracic duct the posterior 
approach is preferable. The many variations in the 
arrangement of the cervicodorsal sympathetic sys- 
tem are described and illustrated. 

HerMAN E. Pearse, M.D. 


Blavier, L.: Oscillometry: An Interpretation of the 
Oscillogram (Oscillometrie: interpretation de 
Voscillogramme). Rev. belge d. sc. méd., 1932, iv, 550. 


Blavier reports a study of oscillometric curves 
obtained under various conditions in the cases of 
normal persons. A very sensitive oscillograph which 
recorded delicate variations in pressure was used. 
The apparatus was of two types. The first consisted 
of a cuff connected by a ‘‘Y”’ to a Pachon instru- 
ment and to a chamber communicating with a 
diaphragm-covered capsule which transmitted vari- 
ations in pressure to a recording arm on a smoked 
drum. The second type of apparatus had a mercury 
manometer instead of the Pachon instrument. In 
the recording of high pressures the double cuff of 
Gallavardin was used. By means of these instru- 
ments much more detailed curves were obtained 
than can be obtained with the commercial appa- 
ratus. 
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The author’s purpose was to interpret the curves. 
Various physical factors were found to have an in- 
fluence on the result. The thickness of the tissues 
between the vessel and cuff influences the amplitude 
of the curve. Other factors to be considered are the 
amount of air blown into the cuff, the volume 
changes in the tissue compressed and the tissues 
proximal to the compression. The amplitude of 
the oscillometric index varies with the tightness of 
the cuff. 

After eliminating extrinsic factors, the author 
concluded that the oscillometric curve yields waves 
of the following three types: (1) those due to varia- 
tion in the volume of the artery from periodic 
respiratory motions (Traube-Hering curves); those 
of direct respiratory origin which occur at all com- 
pressions with the increase of pressure at inspira- 
tion and the decrease on expiration; and (3) those 
of cardiac origin, which vary inversely with the 
frequency of the heart beat. 

HerMAN E. PEARSE, M.D. 


Moore, R. M., Williams, J. H., and Singleton, 
A. O., Jr.: Vasoconstrictor Fibers: Peripheral 
Course As Revealed by a Roentgenographic 
Method. Arch. Surg., 1933, xxvi, 308. 


The authors have made a comparative study of 
periarterial sympathectomy, sympathetic gangliec- 
tomy, and peripheral nerve section by means of 
postoperative roentgenographic visualization of the 
arteries. 

The experiments were carried out on cats. At 
intervals after the operative procedure upon the 
nerves on one side, the vascular tree of both limbs 
was visualized by roentgenograms made after the 
intra-aortic injection of sodium iodide. The results 
were judged by comparing the caliber of the vessels 
of both limbs. 

The disadvantages of this method are stated as 
follows: 

1. The quantity of sodium iodide used is so toxic 
that it invariably proves lethal. 

2. It does not reveal absolute degrees of constric- 
tion or dilatation, showing only a relative change in 
caliber. 

3. The injection of the sodium iodide is very 
painful, as evidenced by stimulation of the anesthe- 
tized animal. 

The authors believe that a relative vascular 
dilatation occurred on the side on which the lumbar 
sympathetic chain was removed. In these experi- 
ments the splanchnic nerve on the side of the 
sympathectomy was cut and the opposite adrenal 
removed. The dilatation occurred immediately and 
persisted for as long as eleven weeks after the 
sympathectomy. 

Similar comparisons were made of vascular 
injections made after section of the sciatic trunk 
just external to the greater sciatic foramen. Pro- 
nounced vasodilatation was thought to have oc- 
curred. The same result was observed in half the 
cases of femoral nerve section. 


Mechanical periarterial sympathectomy of the 
femoral artery failed to cause a discernible difference 


in the appearance of the vascular tree. 


This evidence is interpreted as additional con- 
firmation of the view that vasoconstrictor fibers join 
the peripheral arteries at irregular intervals after 
having been conveyed distally in the somatic nerves. 

HERMAN E. PEARSE, M.D. 


Leriche, R., and Fontaine, R.: The Nature of 
Raynaud’s Disease (Sur la nature de la maladie de 
Raynaud). Presse méd., Par., 1932, xl, 1921. 


The authors discuss the three major hypotheses 
concerning the causation of Raynaud’s disease, viz.: 
(1) that the condition is solely a vasomotor phe- 
nomenon; (2) that it is due to a distant arteritis; and 
(3) that it depends on a local fault in the arteriolar 
musculature. The evidence for each of these 
hypotheses obtained from the literature and from 
the authors’ clinical investigations is presented. 

Raynaud believed the attacks to be of vasomotor 
origin. At autopsy he found the injected arteries 
patent, with nothing in their caliber or form to 
indicate that the disease was caused by a mechanical 
obstruction. During the past forty years there have 
appeared in the literature a series of histological re- 
ports showing the constant occurrence of peripheral 
arteriolitis or atheromatosis in patients with Ray- 
naud’s disease. However, these arterial lesions were 
found after the disease had been present for many 
years or in patients with arteriosclerosis elsewhere as 
well as in digits involved by gangrene. Photo- 
micrographs of an amputated finger showing exten- 
sive sclerosis of tissues and obvious obstruction of 
the smaller vessels are presented. 

The authors believe that the obliterating arterio- 
litis is the result rather than the cause of the repeated 
spasmodic attacks. Other evidence supports this 
hypothesis. A very complete autopsy performed in a 
typical case (Rieder, 1930) revealed no trace of an 
obliterating arteritis. Clinical and oscillometric 
examinations repeated over several years show no 
sign of arterial obliteration. In one case arterial 
obliteration was ruled out also by arteriography. 
Even some digital arteries have been proved patent 
by Gaertner’s tonometer. In addition, the efficacy 
of sympathetic section in the treatment constitutes 
evidence against mechanical occlusion. For these 
reasons it seems impossible to attribute true 
Raynaud’s disease to organic injury of the peri- 
pheral arterioles. 

However, vasoconstrictive attacks followed by 
cyanosis (called by the authors “false Raynaud’s 
syndromes’’) not infrequently occur early in 
arteritis and particularly in Buerger’s disease. Often 
cases with such attacks are reported in the literature 
erroneously as cases of Raynaud’s disease. The 
authors acknowledge the responsibility for this mis- 
take in two cases reported by Beck, 1927. They be- 
lieve that the production of painful attacks of 
ischemia followed by a phase of vasodilatation is 
due to irritation of the periarterial sympathetic 


fibers by advance of the inflammatory reaction to the 
adventitia. In support of this hypothesis they cite 
the cessation of the vasoconstrictive attacks in cer- 
tain cases after resection of the obliterated arterial 
segment. Reflex excitation of spasms can be pro- 
duced also by extravascular factors, such as oedema 
of the periarterial tissues associated with a cervical 
rib which does not touch the subclavian artery. In 
arteritis of medium-sized vessels vasoconstrictive 
attacks are frequently observed (for example, during 
the development of multiple femoral aneurisms). 
Misinterpretation of these cases can easily be avoid- 
ed as the circulation is not normal between the at- 
tacks. Moreover, the oscillometric index and its 
response to cold and hot baths are definitely dimin- 
ished, whereas in true Raynaud’s disease the 
oscillometric index is normal between attacks how- 
ever longstanding the disease. 

Oscillometric analysis throws new light on the 
nature of Raynaud’s disease. In the normal subject 
the oscillometric curve during rest is about midway 
between the curve of decreased oscillation after a 
cold bath (o degrees for ten minutes) and that of in- 
creased oscillation after a warm bath (40 degrees for 
ten minutes). In Raynaud’s disease the resting 
curve and the response to heat are normal, but the 
cold bath causes an exaggerated constriction, and 
during an attack of ischemia the oscillometric index 
diminishes much more rapidly toward the distal end 
of the extremity. From these responses the authors 
conclude that in Raynaud’s disease the vaso- 
constrictors are hypersensitive, especially in the more 
peripheral vessels. 

In arteritis the involvement of the arterial walls 
diminishes the ability of the artery to respond and 
all three oscillometric curves are very close together. 
An occasional paradoxical response to the hot bath 
by vasoconstriction is explained by stasis from 
capillary dilatation without associated arteriolar 
relaxation. Such a paradoxical reaction signifies a 
parietal lesion of the arterioles. 

The authors believe that a careful analysis of the 
mechanism of the attacks in Raynaud’s disease sup- 
plies evidence of a peripheral system of autonomic 
vascular control. Some of the features appear to 
depend on the extrinsic vasomotor innervation, 
while others arise from this intrinsic system of short 
reflex arcs limited to the vessel walls. The authors 
believe that the latter system is responsible for the 
vascular reactions and residual symptoms after 
sympathectomy. They conclude that Raynaud’s 
disease is usually, if not always, an essentially peri- 
pheral and arteriolar condition. Lewis considers the 
essential abnormality in Raynaud’s disease to be a 
local fault in the smooth muscle of the peripheral 
vessels. Against this hypothesis are the absence of a 
histologically demonstrable change in the muscle and 
the usual improvement after operation. 

The cause of the hypothecated vasoconstrictor 
hypertonus is not known. Lesions are sometimes 
found in the sympathetic ganglia excised in Ray- 
naud’s disease, but are not specific and are too in- 
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constant to be considered an important etiological 
factor. Oppel and Ochutine suggested an ex- 
aggerated production of epinephrin as the under- 
lying cause, but in one of the authors’ cases uni- 
lateral suprarenalectomy was not particularly 
effective. 

A simple arteriolar spasm can produce the trophic 
disorders characteristic of Raynaud’s disease. This 
has been shown experimentally by (1) the gangrene 
resulting from the arterial spasm of ergotism in 
animals and man, and (2) Todd’s demonstration 
that unguinal trophic changes may be caused by 
sleeping with the arm elevated above the head. 
Consequently in Raynaud’s disease trophic dis- 
orders and even gangrene are not an indication of 
arteritis as they can be caused by a vasomotor dis- 
turbance and may completely disappear after sym- 
pathectomy. 

Scleroderma is often accompanied by ischaemic 
attacks resembling those of Raynaud’s disease. It 
is not clear whether the vascular reactions in the two 
conditions are fundamentally the same, but it is 
often difficult to distinguish them clinically. 

W. J. Scortr, M.D. 


Allen, A. W.: Peripheral Arterial Diseases. Jnterna- 
tional Clinics, 1933, i, 162. 


This article summarizes many practical details 
that are of great value in the recognition, differentia- 
tion, and treatment of the common types of periph- 
eral ‘arterial disease. The important characteristics 
of each type are summarized in a table. 

The symptom which most commonly brings the 
patient to the physician is pain or discomfort. Often 
this is typical intermittent claudication. In the ex- 
amination of patients with this symptom impair- 
ment of the peripheral pulsations, abnormal pallor 
on elevation of the limb, and unusual rubor on de- 
pendency of the limb are important signs. A list of 
the observations which should be made in all cases of 
suspected peripheral vascular disorder is given, and 
the routine treatment to be started during or after 
this study is described. 

Arteriosclerosis is of two types, the senile type and 
the Monckeberg type. In the latter, microscopic 
examination of the arteries shows a tremendous 
thickening of the middle coat. However it is often 
possible to suspect the Monckeberg type of arterio- 
sclerosis clinically when the condition does not re- 
spond well to routine measures, comes on early in 
life, and shows definite thickening of the arteries 
with absence of pulsation. 

Thrombo-angiitis obliterans occurs principally in 
young males. As a rule, from five to ten years after 
the beginning of the symptoms, following a trauma 
(mechanical injury, chilling, or infection), pain in 
the extremity becomes constant and often is asso- 
ciated with ulceration. All treatment is directed 
toward the development of collateral circulation and 
the relief of pain. In addition to the routine con- 
servative measures the following procedures may be 
beneficial: (1) injections of non-specific foreign pro- 
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tein (never to be used in the cases of patients with 
arteriosclerosis), (2) blocking of the sympathetic 
nervous system (to be done only if the vasomotor 
index is not too much reduced), and (3) peripheral 
nerve block. Injection of the posterior tibial nerve 
with alcohol and crushing of the superficial and deep 
peroneal nerve and the sural nerve produces com- 
plete anesthesia in the foot with perfect comfort 
even when Dakin’s dressings are applied to ulcerated 
lesions and causes maximum vasodilatation. In 
many cases the ulcers will heal and the collateral 
circulation will be improved (average time three 
months) so that major amputation may be avoided. 

In all cases of obliterative disease of the arteries 
the author gives the patient printed instructions re- 
garding the care of the feet. These are reproduced. 
He states that in such cases modified Buerger exer- 
cises (diagram shown) accomplish more than any 
other one method of treatment. The tolerance for 
the elevated and dependent positions should be de- 
termined for each patient individually and the time 
adjusted as improvement occurs. The optimum cir- 
culation level in bed should also be determined for 
each patient. 

Vasomotor imbalance is of the primary type 
(Raynaud’s disease) or of the secondary type asso- 
ciated with traumatic lesions or certain general con- 
ditions. The author accepts the hypothesis of Ray- 
naud that the mechanism of the primary type is a 
central one. He states that the ability of the vessels 
to dilate should be tested by temporary inhibition 
of vasoconstriction. Removal of the sympathetic 
ganglia has given good results which, in the case of 
the lower extremity, have lasted as long as four 
years. However, in fourteen of twenty-four cases 
followed for over a year some vasomotor control 
recurred in the upper extremity. Alcohol injection 
of the sympathetic rami as a substitute for operation 
is discussed. It may cause a peripheral neuritis with 
very severe pain. Neither operative removal of the 
ganglia nor alcohol injection of the sympathetic rami 
should be considered unless the patient is incapaci- 
tated. Many patients with vasomotor imbalance, 
particularly of the primary type, receive considerable 
benefit, temporary or permanent, from hypercooling 
repeated daily. W. J. Merte Scorr, M.D. 


Conner, L. A.: A Discussion of the Réle of Arterial 
Thrombosis in the Visceral Diseases of Middle 
Life, Based upon Analogies Drawn from Coro- 
nary Thrombosis. Am. J. M.Sc., 1933, clxxxv, 13. 


Attention is called to the fact that whereas 
thrombosis in the arteries of the heart and of the 
brain is known to be common and is easy to recog- 
nize clinically, almost nothing is known regarding 
the symptoms of arterial thrombosis in the abdomi- 
nal viscera. Nevertheless, the frequent occurrence 
of degenerative changes in the arteries of the 
pancreas, kidneys, spleen, and mesentery indicates 
that thrombosis in these vessels cannot be rare. 

Failure to recognize attacks of arterial thrombosis 
in the abdominal organs must be due in part to the 


inherent difficulties of diagnosis, but is almost cer- 
tainly due in part also to failure to bear the pos- 
sibility of such attacks in mind and to have ac- 
cumulated pertinent evidence. 

The author has made an attempt to construct a 
framework of diagnosis for arterial thrombosis in 
the kidney, pancreas, spleen, and mesentery by 
utilizing certain symptoms associated with throm- 
botic infarction in the heart (fever, leucocytosis) 
and symptoms resulting from infarction due to 
embolism in the kidney, spleen, and mesentery. 

Kidney. In a person of arteriosclerotic age, in 
whom there is no reason to expect the discharge of 
arterial emboli, the presence of dull pain and tender- 
ness in the flank, of more or less fever, of a leuco 
cytosis, and of red cells and albumin in the urine 
(if absent previously) would seem to justify a diag 
nosis of arterial thrombosis. 

Spleen. Pain of the pleural type, fever, leuco 
cytosis, tenderness and perhaps muscular rigidit, 
in the splenic region, and a to-and-fro perispleniti: 
friction rub over some part of the splenic area mak: 
a sufficiently distinctive picture to warrant the diag 
nosis of arterial thrombosis if there is nothing to 
justify the suspicion of embolic infarction and i/ 
other satisfactory explanations of the symptoms arc 
lacking. 

Pancreas. In arterial thrombosis of the pancreas, 
one would expect to find pain of greater or lesser 
severity in the epigastric or umbilical regions with 
tenderness, some degree of shock, fever, and leuco 
cytosis, and probably nausea and vomiting. All! 
of these symptoms might well be evoked by dis 
turbances in various other organs in the neighbor 
hood, but if, in a person of appropriate age, they arc 
associated with the appearance of sugar in the 
urine, this fact will go far toward justifying the diag 
nosis of arterial thrombosis. 

Mesentery. It is to be expected that the symptoms 
of intestinal infarction, from whatever cause, will 
show great variations in character and severity, de 
pending upon the size and the location of the area 
of gut involved. The clinical picture is usually 
divided into two stages, the first characterized by 
symptoms due to irritation of the gut, and the 
second by paralysis. The onset is accompanied by 
violent crampy pain, nausea, and vomiting, some 
times by diarrhoea, and usually by prostration, col 
lapse, and sweating. The vomitus is often blood 
stained, and the stools frequently contain blood. 
After a day or two, and often after temporary 
cessation of the severe pain, the symptoms of para 
lytic ileus appear—complete obstipation, great dis 
tention, persistent vomiting, pain, and tenderness. 
The temperature is usually elevated, but may b 
normal or subnormal. It seems probable that sem 
degree of fever and leucocytosis must be presen! 
in every case at some stage. Even if the diagnosis 
of intestinal infarction seems justified, there is stil! 
the problem of distinguishing between the thre 
possible causes—mesenteric venous thrombosis, ar 
terial embolism, and arterial thrombosis. If it is 
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possible to exclude the usual sources of an arterial 
embolus and conditions in the abdomen which pre- 
dispose to thrombosis in the branches of the portal 
vein (appendicitis and other severe intestinal in- 
flammations, hepatic cirrhosis, thrombosis of the 
portal vein) and if the patient is of middle age, 
there is strong evidence that the infarction is the 
result of arterial thrombosis. 

In conclusion the author says that when both 
internists and pathologists seek evidences of such 
thromboses and correlate their findings, the dif- 
ficulties of diagnosis will probably be found not in- 
surmountable and the clinical pictures will gradually 
emerge from their present obscurity as in the case 
of coronary thrombosis. SAMUEL Kaun, M.D. 


Albert, F.: Arterial Obliterations. A  Physio- 
pathological Study (Les obliterations artérielles. 
Etude physiopathologique). Lyon chir., 1932, xxix, 
649. 

In studies previously reported the author found 
that an active peripheral vasoconstriction follows 
ligation of the principal vein of an extremity causing 
a definite increase in the pressure in the correspond- 
ing peripheral arterial system. In subsequent 
studies he has found that total obliteration of the 
principal artery of an extremity brings about an 
active peripheral vasodilatation which considerably 
increases the effect of the vascular occlusion. There- 
fore, by reason of the active vasoconstriction it 
causes, ligation of the principal vein should partially 
compensate for the vasodilatation following ligation 
of the artery. 

From experiments in which an attempt was made 
to determine the mechanism of the active vasodila- 
tation following obliteration of a major artery, the 
conclusion was drawn that the vasomotor response 
does not depend upon the cerebrospinal reflexes or 
the long sympathetic reflexes. In a comparison of 
the findings of these studies with those of similar 
studies carried out by Krogh and Lewis, it appeared 
that the vasomotor reaction is due largely to the 
physiochemical modifications of the composition 
of the blood in the periphery and of the interstitial 
fluids of the affected parts caused by the disturbance 
of cellular metabolism brought about by the arterial 
obliteration. The author believes that, as a result 
of such a disturbance of metabolism, specific sub- 
stances are produced or accumulated in the periph- 
eral part of the extremity, and that these substances 
act directly upon the walls of the small arteries and 
capillaries and provoke the vasomotor reaction. 
When the ultra-filtrate of blood recovered from an 
extremity showing marked peripheral vasomotor 
disturbances was injected into an animal, a marked 
peripheral vasodilatation occurred immediately. 
These substances were found to vary with the dif- 
ferent forms of vascular disturbances. 

In the treatment of certain vascular diseases the 
author has obtained very good results by simply 
compressing the artery at the root of the ex- 
tremity. 


In conclusion Albert says that the existence of 
such specific vasomotor subsiances must first be 
proved by carefully controlled experimental work, 
and then the nature of the substances must be 
studied before we can discuss their use in the treat- 
ment of peripheral vascular disturbances. 

Mont R. M.D. 


Pupini, G.: Anticoagulants and Vascular Suture 
(Anticoagulanti e sutura vasale). Arch. ital. di chir., 
1932, XXxii, 661. 

Pupini reports a series of experiments to deter- 
mine the effect of the local and systemic use of anti- 
coagulants in the prevention of thrombosis follow- 
ing the suture of arteries and veins. He found that 
suture material impregnated with sodium citrate and 
arsenobenzol did not give as satisfactory results as 
paraflinated suture material. Because of inactiva- 
tion of the acids and the physical change in the su- 
ture material, impregnation with melaninic acid 
failed to prevent thrombosis. 

The local use of sodium citrate in dilute concen- 
tration did not seem to injure the tissues, but was 
insufficient to prevent local postoperative throm- 
bosis. The calcium salts removed by the citrate 
were soon replaced through the circulation. Slightly 
hypertonic solutions of sodium citrate were found of 
value to wash out the blood vessels before the appli- 
cation of other anticoagulants, especially hirudin. 

The local application of melaninic acid to the in- 
terior or exterior of the vessels in the form of a liquid 
or a paste at first appeared to give good results, but 
later, because of changes in the intima and media, 
it retarded the healing processes and favored secon- 
dary hemorrhage, especially when the sutures were 
under tension. 

Arsenobenzol was inferior to melaninic acid in 
the prevention of coagulation, but had about the 
same toxic effect. The author concludes that these 
two substances have no place in vascular surgery. 

The local use of a dilute solution of hirudin did 
not cause any damage to the tissues and its local 
effect was probably sufficiently prolonged to permit 
the repair of small wounds of the vessels. 

The systemic use of hirudin to produce an arti- 
ficial hemophilia was well tolerated by the animals 
even over a prolonged period of time and did not 
seem to disturb the cicatrization of the wound. The 
best results were obtained by this procedure. The 
increase in the bleeding from the wound made to 
gain access to the vessels was controlled by the local 
use of hemostatics. Peter A. Rost, M.D. 


Pupini, G.: An Experimental Study of the Tech- 
nique of Angiorrhaphy (Contributo sperimentale 
alla tecnica della sutura vasale). Clin. chir., 1932, 
viii, 1163. 

Pupini first presents a critical review of the various 
methods of vascular suture. The 2 main obstacles 
to success are thrombosis near the line of suture and 
infection. Since injury to the vascular coats facili- 
tates coagulation of the blood, continuity of the 
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lumen of the vessel must be preserved to prevent 
stasis and the suturing must be done with minimal 
trauma. 

In 538 cases reviewed by Sofoteroff the procedures 
and results were as follows: 


Thrombosis Permeability 
Suture method A % % 


Murphy 56.61 17.69 
Payr 71.76 17.58 
Carrel 49.64 24.96 


The author experimented on dogs, the blood of 
which coagulates much more readily than the blood 
of man. In order to test his method of suture under 
the most unfavorable conditions possible, he disre- 
garded the age and weight of the animals and su- 
tured the femoral artery, a vessel which is small 
(from 1 to 4 mm. in diameter), under tension, and 
located in an area where maintenance of asepsis is 
difficult. His technique was as follows: 

Under morphine-ether anesthesia and after prep- 
aration of the skin with iodine, Scarpa’s triangle was 
bisected by a vertical incision from 12 to 15 cm. long. 
The femoral artery was then identified and by care- 
ful dissection with a fine bistoury was isolated for a 
distance of from 8 to 10cm. Small arterial branches 
were tied and cut. Angiostats were applied and the 
artery was isolated from the adjacent structures by 
packing it off with small strips of gauze soaked in 
sterile paraffin or a mixture of oil and paraffin. The 
field of operation was kept absolutely dry. The 
adventitia in the field of the incision into the vessel 
was removed by the technique of Horsley. The 
stumps were then washed by means of a syringe con- 
taining a sterile solution of 2 per cent sodium chlo- 
ride and 2 per cent sodium citrate. After this wash- 
ing the field was carefully dried. 


The suture material was No. 700 linen thread 
saturated with paraffin with a low melting point or 
white vaseline. Pupini regards this as superior to 
fine silk or horsehair. After suture of the vessel the 
field was again washed, the angiostats and the gauze 
packing were removed, the incision was closed in 
layers, the skin was again painted with iodine, and 
sterile dressings were applied. 

Pupini has perfected a special needle holder, an 
improvement on his former instrument, which facili- 
tates suturing with fine needles under direct vision. 
The vessel is held in a 3-bladed angiostat, which 
gives perfect apposition of the intima. The suturing 
is done with a doubled thread, on one end of which 
is the needle and on the other end of which is a small 
weight by which the suture is laced across the vessel, 
a procedure giving perfect hemostasis. Summarized 
briefly, Pupini’s technique consists in: temporary 
hemostasis by means of rubber bands; removal of 
the adventitia in the area to be sutured; flushing of 
the operative field; the application of 3-branched 
forceps to the ends of the vessels; and continuous 
suture with the needle holder described. 

The author has developed also 2 holders which 
hold the cut edges in apposition and under the cor- 
rect tension and are of great value when an opera- 
tion must be done without a well-trained assistant. 
To prevent secondary hemorrhage he re-inforces 
the suture line by covering it with a flap of vein. In 
his experiments on dogs he obtained completely suc- 
cessful results from longitudinal suture. He be- 
lieves that there is no advantage in closing small de- 
fects in the vessel wall by transverse suture; that 
such defects are better closed by the patching 
method of Carrel. He disapproves of circular suture 
because of its technical difficulties and the danger of 
infection. EvuGene T. Leppy, M.D. 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


McLean, A. J.: Characteristics of Adequate Elec- 
trosurgical Current. Am. J. Surg., 1932, xviii, 
417. 

McLean says that electresurgery has reached its 

present stage of development almost entirely by 

an empiricism balancing between manufacturing 
agility on the one hand and clinical skepticism and 
daring on the other. 

Endothermy utilizes the production of intense 
local heat within the tissues. The intensity varies 
with the current density. If the intensity is less 
than destructive, the current is called ‘‘diathermic.”’ 
In order to prevent all except heating effects, high- 
frequency currents are used. Modern electrothermic 
devices employing frequencies of from 80,000 to 
4,000,000 make it possible to pass large amounts of 
electrical energy through the body with only heating 
effects. At present this is the sole value of high- 
frequency current as such. Contrary to general 
belief, cutting and coagulation have no fundamental 
bearing on frequency, oscillations, or wave form. 

The effect of heat is dependent upon the intensity 
of the heat and this in turn is dependent on current 
density. A proper volume of current passing through 
the body between large (8 sq. in., for example) 
electrodes is of low density, mildly warming, and 
not destructive. The same volume of current passed 
between a large and a small (14 in., for example) 
electrode produces a higher density with coagula- 
tion of the tissues at the smaller electrode. The use 
of a needle electrode causes intense local destruction 
of tissue analogous to a clean surgical incision. 

The author reports on an experimental electrosurgi- 
cal unit and some commercial machines as to output 
and the histological character of tissue incisions. 

An ideal machine should furnish from 250 to 300 
ma. delivered at the electrode tip, most of which 
should be electively utilizable at below 200 volts. 
The current should be free from harmonic faradic 
effects, and its frequency should be such that con- 
duction delivery by clinically adequate cables is 
possible and uninvolved clamps and retractors in 
the operative field do not become warm. All parts 
of its circuit should be grounded through supply 
wiring. With many of the triode machines on the 
market today it is difficult to obtain adequate am- 
perage without excessive voltage, and many gap 
machines supplying adequate amperage also possess 
unusual dial possibilities of redundant voltage. 

In conclusion the author says that present cartel 
prices of most machines are excessive and those of 
several of the pioneer machines remain prohibitive. 

GeorcE A. Cottett, M.D. 


SURGICAL TECHNIQUE 
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ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Knjazev, E.: Electrical Injuries at the Tractor Fac- 
tory at Celjabinsk (Elektrizitaetsverletzungen 
auf die Traktorfabrik in Celjabinsk). Nov. chir. 
Arch., 1932, Xxv, 167. 

With the more extensive use of electricity in 
industry and private life, injuries from this source 
are observed with increasing frequency. Never- 
theless, several questions with regard to the pathol- 
ogy and treatment of such injuries still remain 
practically uninvestigated. On the basis of two 
cases of severe electrical injuries the author dis- 
cusses some of the aspects of these interesting and 
little understood traumata. 

Electrical skin marks stand out in the normal 
skin. They are entirely painless and show no 
evidence of inflammation or eschar formation. They 
persist for a time and are then cast off. If a volt 
arch is added to the effect of the current, the skin 
marks are associated with burning. After severe 
injuries, not only the electrical marks but also the 
adjacent tissue, which otherwise appears entirely 
normal, undergo disintegration so that the initial 
necrotic portion shows a very pronounced tendency 
to spread. In one of the author’s cases the area 
which at first measured 8 by 1o cm. increased until 
it measured 15 by 17 cm. and involved the greater 
part of the occiput. The hair showed a very pecu- 
liar change; it was not singed, but was twisted in 
corkscrew fashion. The blood vessels became brittle 
and bled intensively. The bones also suffer trophic 
changes, large portions such as entire digits, some- 
times being cast off without pain or suppuration. 
Disturbances of the central nervous system and 
peripheral nerve trunks are manifested by oedema 
and hemorrhage of the brain, epiepltiform attacks, 
neuritis, and paralysis of the extremities. 

With regard to the danger to life the author says 
that even low-tension currents (up to 60 volts) 
may prove fatal. Occasionally, apparent death 
(lethargica electrica) may occur. As a striking 
example the author cites the case of an engineer 
who remained for forty-eight hours without signs 
of life following an injury from a high-tension cur- 
rent. He had been laid out in a funeral parlor and 
got up by himself and returned to his relatives. 
The only definite signs of death are death-spots. 
Unconsciousness and cessation of the cardiac and 
respiratory activities are not absolute signs of death 
in electrical injuries. As a rule no specific changes 
are found at the autopsy on persons who have died 
from electrical trauma. 

Artificial respiration, possibly by means of ap- 
paratus especially constructed for the purpose, 


58 INTERNATIONAL ABSTRACT OF SURGERY 


should be begun immediately after the injury. 
The treatment should be strictly conservative. 
There should be no operative wound toilet and no 
amputations. For the relief of cedema of the brain, 
lumbar puncture is indicated. 

The author’s own material consists of two cases 
of severe electrical injuries. The first patient was 
killed by a current of 100 volts. The second re- 
covered from a current of 22,000 volts although he 
was severely injured. G. Arpov (Z). 


ANAESTHESIA 


Woodbridge, P. D.: Better Gas Anesthesia. The 
Carbon Dioxide Absorption Method. New Eng- 
land J. Med., 1933, ccviii, 632. 


With the usual method of administering anzs- 
thetic gases such as nitrous oxide or ethylene with 
or without ether, a continuous or intermittent flow 
of the gas mixed with oxygen is supplied throughout 
the course of the anesthesia. The oxygen serves to 
support life and to dilute the anesthetic gas. The 
diluting might well be done with any inert gas. 

While it is often thought that the amount of re- 
breathing is controlled by the size of the aperture in 
the escape valve, rebreathing depends rather on the 
volume of flow of gas from the machine to the res- 
ervoir. If this flow is as great as the respiratory vol- 
ume, there will be practically no rebreathing, but if 
the minute volume flow from the machine is half the 
minute respiratory volume, half of each inhalation 
will be rebreathed gas. 

The question arises: How rapidly shall gas be 
made to flow into the reservoir? With the degrees of 
fractional rebreathing ordinarily used, the cost of 
the gases varies from $1.50 to $5.00 per hour. Oc- 
casionally anesthetists employ complete rebreath- 
ing for a few minutes for the sake of economy. This 
is done by closing the escape valve and stopping the 
flow of gases from the machine. During this time 
the patient gradually exhausts the supply of oxygen 
in the rebreathed mixture and replaces it with car- 
bon dioxide. The anesthesia is not lightened be- 
cause the anesthetic gas (nitrous oxide or ethylene) 
in the reservoir remains in equilibrium with that in 
the blood, but anoxemia and hyperpnoea gradually 
increase. 

The flow of gas from the machine must be fast 
enough to prevent depletion of oxygen and undue 
accumulation of carbon dioxide in the reservoir. The 
sole function of the additional anesthetic gas sup- 
plied throughout the period of anesthesia is to flush 
the accumulating carbon dioxide out of the reservoir. 
A constant flow of nitrous oxide or ethylene is not 
needed. 

When the respiratory volume is 12 liters, the cost 
of flushing out the carbon dioxide with go per cent 
nitrous oxide and 10 per cent oxygen is $1.80 per 
hour if half rebreathing is used and $3.60 if no re- 
breathing is used. 

The carbon dioxide can be removed much more 
cheaply by chemical means. Fifty cents worth of 


soda-lime (sodium and calcium hydrate) will ab- 
sorb the carbon dioxide produced during six to ten 
hours of anesthesia. To the 9 cents or less per hour 
which the soda-lime costs should be added from 8 to 
15 cents for the oxygen required for the body. 
Therefore when there is no leak in the apparatus or 
beneath the mask, the maximum cost per hour for 
maintenance of anesthesia is 24 cents. 

Woodbridge describes two types of apparatus by 
which these principles may be applied. A soda-lime 
container is placed in the system. In the apparatus 
of the first type, the Waters’ apparatus, called the 
“to-and-fro apparatus” the gases are passed to the 
bag and back through the same tube, thus passing 
through the soda-lime twice. In the apparatus of 
the second type, described by Foregger and by 
Sword and called the “‘circuit apparatus” or “closed 
circle apparatus,” the gases pass through the soda- 
lime only on expiration. The relative merits of the 
two types of apparatus are discussed. 

Some of the advantages of the carbon dioxide 
absorption method may be summarized as follows: 

1. The breathing is usually very quiet. 

2. The conservation of heat has been roughly 
estimated to amount to 25 calories per minute in the 
warming of the gases and to from 150 to 200 calories 
in the evaporation of the water to moisten the gases. 

3. The removal of carbon dioxide from anes- 
thetic mixtures seems to allow the use of a higher 
percentage of oxygen. 

4. Vomiting after thyroid operations is reduced. 

5. The explosion hazard is reduced. 

J. Kiser, M.D 


Ashworth, H. K.: 
Anesthesia. 
XXvi, 501. 


Nervous Sequelz of Spinal 
Proc. Roy. Soc. Med., Lond., 1933, 


The author discusses the immediate, remote, and 
late effects of spinal anesthesia in a series of 650 
cases. Among the immediate effects he lists paraly- 
sis of the phrenic nerves and failure of the respira- 
tory system. These are due to error in the technique 
or dosage or the nature of the drug used. 

The remote effects include meningitis, paresis 
= analgesia, headache, mental changes and back- 
ache. 

Meningitis due to a non-hemolytic streptococcus 
of low virulence occurred in 1 of the cases reviewed 
and caused death seven weeks after the operation. 

Paresis and analgesia occurred in 3 cases. In 1, 
there was sixth-nerve palsy of eight weeks’ dura- 
tion, and in 1, paresis of the legs of eighteen days’ 
duration which was associated with headache and 
retention of urine. In the third case difficulty was 
experienced in the administration of the anesthetic 
and the patient developed cramps and stiffness of 
the legs. Five hours after the operation, vomiting 
of “‘coffee-ground” vomitus occurred. Twenty-four 
hours after the operation there was complete pa- 
ralysis of the spinal cord below the ninth dorsal 
vertebra. Later this extended upward and death 
resulted following circulatory collapse. 


Headache was the most frequent remote com- 
plication and most difficult to treat. It occurred 
in 4.9 per cent of 134 cases in which percaine was 
used and in a slightly smaller percentage of those 
in which stovaine or spinocaine was employed. 
When it is of the frontal type it is due to seepage 
of spinal fluid at the site of the puncture and should 
be treated by placing the patient in the Trendelen- 
burg position and administering phenacetin and 
aspirin. When it is of the occipital type and ac- 
companied by signs of meningismus it is due to 
over-secretion of spinal fluid from a disturbance 
of the choroid plexus and should be treated by the 
administration of pituitrin, the use of a hypertonic 
solution, or repeated spinal puncture. 

Mental changes resulting in maniacal delirium 
occurred in 1 of the cases reviewed. The patient 
died. The surgeon is convinced that this patient 
had delirium tremens. 

Backache is due to the needle puncture and is 
of little importance. 

To determine the late effects of spinal anesthesia 
the author sent to 272 patients a questionnaire 
regarding the occurrence of headache, eyesight 
trouble, tingling and weakness of the legs, and loss 
of control of the bladder or bowels. Two hundred 
and two of the patients replied. Forty-one had 
died. Ninety-seven were well. Of the 64 others, 
30 were re-examined by a neurologist. Seven of the 
30 had symptoms which appeared to have been 
caused or aggravated by the spinal anesthetic. 
Three had indefinite cerebrovascular degeneration. 
Two had unilateral deafness. One had occipital 
headache, tenderness of the scalp, and reduced 
ankle jerk on one side. One, who had had a herniot- 
omy with infection of the wound, complained of 
headache, failing eyesight, and paresthesia of the 
right leg, but these symptoms were due partly to 
a functional neurosis. 

Of the 272 cases, spinocaine was used in 148, 
stovaine in 65, percaine in 34, durocaine in 18, 
planocaine in 6, and procaine in 1. The author 
found no difference between these drugs as regards 
the incidence of sequele. 

G. Dante Detprat, M.D. 


Cazzamali, P.: Tissue Reactions and Local Anzs- 
thesia (Reazioni tissulari ed anestesia locale). Clin. 
chir., 1932, Vili, 1123. 

Cazzamali reports experiments on guinea pigs in 
which he determined histologically the reaction of 
the tissues to infiltration with normal sodium 
chloride solution, a 1 per cent solution of novocain 
alone, and a 1 per cent solution of novocain with 
about 0.00004 per cent adrenalin, which is equiva- 
lent to 1 drop of adrenalin to each cubic centimeter 
of the novocain solution. One series of experiments 
was carried out on normal animals and another on 
animals in which septicemia had been produced by 
the intracardiac injection of staphylococcus aureus. 

He observed that local anesthesia produced by 
the infiltration of novocain caused tissue reactions 


SURGICAL TECHNIQUE 


Fig. 1. Twelve hours after infiltration with 
novocain. The inflammatory infiltration in the 
cedematous tissue spaces is pronounced and in 
some places simulates aseptic inflammation. A 
fibrinoid reticulum is evident. 


which varied in degree and gravity according to 
whether or not adrenalin had been added to the 
solution. Infiltration with novocain alone was 
followed by marked vasodilatation, capillary con- 
gestion, and, in places, moderate interstitial hamor- 
rhages. These changes began close to the end of 
the anesthetic effect of the novocain solution and 
continued for about three days. Resolution oc- 
curred with the formation of a small amount of 
connective tissue (Fig. 1). 


Fig. 2. Three days after infiltration with novo- 
cain and adrenalin. Abundant granulation tissue 
in the areas of infiltration and the characteristic 
accumulations of mobile elements around necrotic 
fibers are noted. 
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Fig. 3. Seven days after infiltration with novo- 
cain and adrenalin. Atrophic muscular fibers in 
the process of disappearing. Granulation tissue 
abundant. Large areas of newly formed adult 
connective tissue. 


Infiltration with novocain and adrenalin, besides 
producing the vasodilatation and exudation ob- 
served following the use of novocain alone, caused 
large interstitial hemorrhages and diffuse tissue 
necrosis. The tissue changes occurring in the proc- 
ess of repair of the destroyed tissue were observed 
(Figs. 2 and 3). The author attributes this toxic 
effect on the tissues to the adrenalin and advises 
against the use of adrenalin in local anesthesia. 

Infiltration of novocain or of novocain and 
adrenalin in the presence of a staphylococcemia 
did not predispose to localization of the infection 
at the site of the injection. Prrer A. Rost, M.D. 


Seeger, T.: Deaths from Local Anesthesia In- 
duced with Novocain (Ueber Todesfaelle durch 
oertliche Betaeubung mit Novocain). Arch. Ohr.- 
usw. Heilk., 1932, CxXxxii, 49. 


Novocain poisoning from the local use of novocain 
is of great interest also to the eye specialist. The 
author reports a case in which death followed the in- 


jection of from 12 to 15 c.cm. of a % per cent solu- 
tion of novocain, and a case in which it followed the 
injection of from 50 to 52 c.cm. of a 1 per cent solu- 
tion of novocain to which a small amount of supra- 
renin had been added. In the first case it occurred 
while the patient was being prepared for tonsillectomy 
and in the second case at the beginning of a plastic 
operation on the larynx. In the first case autopsy 
disclosed a lipomatosis of the heart, a thymus gland 
weighing 20 gm., and swelling of all lymphatic 
glands, but especially of those of the neck. In the 
second case there was a slight lipomatosis, which 
was quite surprising because, seven months pre- 
viously, the patient had withstood a serious opera- 
tion performed under local anesthesia induced with 
a much larger quantity of novocain. 

The literature reports sixty-four cases of death 
due to novocain. In twenty-three the anesthesia 
was induced for tonsillectomy. An analysis of all of 
the published reports indicates that in the majority 
of the cases the presence of status thymicolymphati- 
cus was assumed. On the basis of careful observa- 
tion and a general consideration of facts the author 
rejects this theory as well as the explanation that the 
deaths were caused by an accidental intravascular 
injection. The theory that suprarenin was responsi- 
ble is also unsatisfactory. In most of the cases the 
amount of novocain used was under o.1 gm., which 
is far below the toxic dose. Therefore general 
poisoning by the novocain is ruled out. 

Grouping of the cases according to the part 
affected shows that the throat was involved in 
thirty-four. It is well known that even a relatively 
slight mechanical injury, especially of the throat, can 
cause sudden death by the reflex route. In this con- 
nection the author cites the investigations of Hering 
on the “sinus caroticus reflex.’’ Any irritation of the 
sinus caroticus may cause cardiac flutter and death 
from heart failure. 

Seeger concludes that the reported deaths occur- 
ring during anesthesia of the throat were caused, not 
by novocain poisoning, but by a disturbance of the 
sinus caroticus reflex. However, similar shock-like 
effects, originating in the pleura or the dura may 
occur in the splanchnic region. The basis for indi- 
vidual variations in certain reflex mechanisms has 
not yet been determined. LoEWENSTEIN (O). 
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Epifanio, G., and Cola, G.: An Experimental Study 
of Irradiation of the Hypophysis (Ricerche 
sperimentali sull irradiazione dell’ ipofisi). Radiol. 
med., 1932, Xix, 1338. 

In experiments on rabbits a study of the function 
of the hypophysis was made by irradiating the gland 
with the roentgen rays. Rather hard rays were used 
—18o kv., 2 ma.—and a copper and aluminum filter. 

It was found that complete suppression of the 
function of the hypophysis caused death. All of 
the animals irradiated with large doses died in 
from seven to twenty-eight days. They showed 
loss of weight, cachexia, anorexia, loss of sexual 
function, apathy, somnolence, and terminal con- 
vulsions. There may have been a general toxic 
action associated with the loss of function of the 
hypophysis, but the changes found at autopsy 
differed markedly from those found in animals 
given general irradiation with large doses. Animals 
which had been castrated survived even intense 
irradiation although they showed signs of great 
suffering. 

The experiments demonstrated that the hypophy- 
sis has a very important effect on bone growth and 
sex function. The changes in the sexual organs 
consisted essentially of atrophy of the testicles, 
uterus, and ovaries, and weakening or abolition of 
sexual function. In young rabbits, irradiation of 
the hypophysis caused arrest of development of the 
genital organs. In castrated rabbits, it abolished 
the sexual activity which had been preserved after 
castration. 

In young rabbits, irradiation of the hypophysis 
with small doses caused increased bone growth, 
and in adult rabbits was often followed by hyper- 
calcification of the bones and disappearance of the 
epiphyseal cartilages. In both adult and growing 
rabbits it caused slight enlargement of the epiphy- 
ses of long bones. Following irradiation with large 
doses there were serious changes in the bones re- 
sembling those of human rickets. 

Also after irradiation with large doses there was 
atrophy or disappearance of the thymus and thy- 
roid, whereas after irradiation with small doses 
these glands increased in size. The effect on the 
suprarenals was just the opposite. The other endo- 
crine glands were not affected. 

The anterior lobe of the hypophysis was most 
sensitive to the rays, the intermediate part less 
sensitive, and the posterior lobe least sensitive. 
Of the cells, the acidophile cells were the most 
sensitive. The fact that none of the animals showed 
polyuria, glycosuria, adiposity, or bulimia confirms 
the opinion of those who attribute these changes to 
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lesions of the nerve centers of the hypothalamic 
region. 

The dose required to destroy the hypophysis was 
from go to 120 per cent of an erythema dose, and 
the stimulating dose varied from 15 to 25 per cent 
of an erythema dose. Auprey Goss Morcan, M.D. 


Pohle, E. A., and Ritchie, G.: Studies of the 
Effect of Roentgen Rays on the Healing of 
Wounds. II. Histological Changes in Skin 
Wounds in Rats Following Postoperative Ir- 
radiation. Radiology, 1933, xx, 102. 


In a previous communication the authors re- 
ported the results of experiments to determine the 
behavior of skin wounds in rats under pre-operative 
and postoperative irradiation. It was found that 
exposure to a dose of 1,000 r given at one time from 
one to thirty days before the incision did not in- 
fluence the healing process perceptibly. Similar 
doses given immediately, twenty-four hours, and 
forty-eight hours, respectively, after the incision 
retarded the healing process, but did not interfere 
with the final formation of a smooth scar. The 
retardation was most constant in the animals ir- 
radiated after twenty-four hours. The histological 
findings were recorded only seven days after the 
cutting or after complete healing of the wounds. 
The experiments reported in this article were carried 
out to investigate the histological changes further 
by examining specimens taken at intervals of from 
one to nine days after the incision. 

The technique used and the results obtained are 
recorded in detail. Microscopic examination of the 
wounds revealed that whereas in an unirradiated 
incision active repair began very soon after the 
cutting and definite fibroblast formation could be 
noted by the end of forty-eight hours at the latest, 
in a treated incision there was a definite retardation 
of this process. The edges of the wound appeared 
inactive and sluggish. [Tibroblasts, if noted at all, 
were seen relatively late and in reduced numbers. 
In addition, there was distinct irregularity of growth 
and the newly formed cells tended to be atypical. 
The delay in healing which, in the previous experi- 
ments, was observed most constantly in wounds 
treated twenty-four hours after cutting was again 
noted. It became evident histologically from three 
to four days after the cutting, but seemed most 
apparent about seven or eight days following inci- 
sion. The irradiation seemed to have less effect 
on the epithelium than on the underlying connective * 
tissue. This fact may account for some of the dif- 
ference of opinion regarding clinical results. In 
many cases the upper layers of the connective 
tissue suffered most, so that there was active con- 
nective tissue proliferation in the deeper part of a 
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wound while the superficial parts still showed a 
well-marked inactivity. Distinct variations in re- 
action were noted in different animals. 

Hartune, M.D. 


RADIUM 


Cutler, M.: Radiation Therapy of Cancer of the 
Skin. Am. J. Roentgenol., 1932, xxviii, 724. 


Cancers of the skin constitute a group of neo- 
plasms which are suitable for irradiation therapy 
as they are radiosensitive and readily accessible 
to irradiation. A common error in their treatment 
is inadequate exposure resulting in incomplete 
destruction and the establishment of radio-immun- 
ity. It is very important to give a complete steriliz- 
ing dose at the first irradiation. 
squamous-cell lesions constitute the majority of 
skin carcinomata. A special variety of basal-cell 
lesions is the adenoid-cystic epithelioma. The 
author considers radium irradiation the method of 
choice in the treatment of skin malignancies, and 
limits his discussion to this method. 

In order to destroy a radiosensitive tumor, ade- 
quate dosage of gamma irradiation correctly ap- 
plied should be prolonged over several days. A ra- 
diosensitive tumor is defined as one with cells which 
may be completely destroyed by irradiation with- 
out permanent damage of the tumor bed. Prolonga- 
tion of the irradiation is extremely important in the 
treatment of squamous-cell carcinoma and of less 
importance in the treatment of basal-cell forms. 
Homogeneous distribution of irradiation is another 


requisite for success. Elaborate and detailed studies 
and the construction of curves indicating the quan- 
tity of irradiation have been worked out by Murdoch 


and Simon at the University of Brussels. Though 


Basal-cell and. 


the irradiation should be prolonged, there is an 
optimum time interval beyond which it should not 
extend. According to the French school, the treat- 
ment of cancer of the skin and of the mucous 
membrane of the tongue should be accomplished in 
from five to seven days. 

The radium is applied with fixed plaques or 
moulded applicators. When irregular surfaces are 
involved, the moulded applicators seem to yield 
the best results. At any rate, accuracy of applica- 
tion and distribution of the irradiation are of ex- 
treme importance. In cases of cancer of the skin 
which has been previously irradiated treatment is 
difficult. Estimation of the necessary dosage is 
impossible. Some leading clinics refuse to irradiate 
such lesions further. Surgery or electrocoagulation 
seems to be preferable. In some cases Cutler has 
treated post-irradiation recurrences successfully with 
removal platinum radium containers. 

Of four lesions of the eyelids, the author eradi- 
cated three by means of plastic moulds. The 
fourth recurred and was treated surgically. For 
intractable ulcers or so-called roentgen and radium 
burns, Cutler recommends wide surgical excision 
with plastic repair. Keratoses produced by repeated 
radium or roentgen exposures often respond to 
surface applications. Carcinoma of the lip, if in a 
fairly early stage, is treated with a moulded radium 
applicator permitting exposure on three sides. The 
dosage used is 0.7 mc. destroyed (93 mgm.-hrs.) 
per square centimeter with filtration by 1.0 mm. of 
platinum. Small lesions may be irradiated in a few 
hours, but from ten to fifteen hour exposures 
are preferable. In the treatment of the submental 
and submaxillary glands, intensive irradiation is 
in general as effective as surgical removal. 

A. James Larkin, M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Lyon, E.: Primary Congenital Disturbances of 
Lipoid Metabolism and the Vertebral Column 
(Primaere angeborene Lipoidstoffwechselstoerungen 
und Wirbelsaeule). Arch. f. orthop. Chir., 1932, 
XXxXxii, 341. 


The origin of the disturbances discussed is un- 
known. There are three forms: (1) the phosphatid- 
cell lipomatosis of the Niemann-Pick type, char- 
acterized by lecithin, which usually ends fatally in 
the first or second year of life; (2) the cerebroside- 
cell (cerebroside-cell hepatosplenomegaly) lipoido- 
sis of the Gaucher type, characterized by the pres- 
ence of cerebroside kerasin; and (3) the cholesterin- 
cell lipoidosis of the Schueller-Christian type, 
characterized by cholesterin and its ester. 

Sometimes the Gaucher and Schueller-Christian 
types do not cause death until after ten years. The 
marrow of the bones may be affected by the patho- 
logical changes caused by the deposits of lipoid. 
Especially in Gaucher’s disease, the marrow of the 
vertebral column may be affected. There is a pro- 
nounced osseous form which is congenital and famil- 
ial. The author cites a family in which five brothers 
were suffering from pathological changes in the 
vertebral column. In each case the changes had 
been diagnosed as tuberculous spondylitis. Pick es- 
tablished the differential diagnosis between the two 
conditions. Gibbus may develop in Gaucher’s dis- 
ease as well as tuberculous spondylitis. However, in 
the former condition the interarticular disks are pre- 
served whereas in the latter they are destroyed. In 
the former there is no evidence of osseous regenera- 
tion, whereas in the latter there is distinct regenera- 
tion leading to synostosis. In Gaucher’s disease as 
well as in tuberculous spondylitis there is severe pain 
in the spine (lumbago) and other bones which is at 
times persistent and at times transient. The article 
includes a photograph of a vertebral column affected 
with Gaucher’s disease from Pick’s collection of 
specimens. It resembles the illustrations of osteo- 
porosis presented by Schmorl and Junghanns. In 
this condition the tension caused by the interverte- 
bral disks produces atrophy of the vertebral bodies 
with penetration of the disks into the vertebral 
bodies, especially in the lumbar region. 

Lyon reports the case of a man thirty-eight years 
of age who had suffered from bleeding from the nose 
and intestines for fifteen years. The patient had pro- 
nounced anwmia, a characteristic brownish-yellow 
color, and marked enlargement of the liver and 
spleen. The most important symptom for years had 
been pain in the back with gradual gibbus formation. 
The patient had worn a supportive corset. All of the 


vertebre were tender to pressure. In the thoracic 
and lumbar portions of the spine the vertebral 
bodies were somewhat compressed and the density 
of their shadows was decreased. On the left side 
changes in the femur and calcaneus could be de- 
tected. Examination of the blood revealed anawmia, 
leucopenia, and thrombopexnia. The patient died 
of haemorrhage from the rectum. Autopsy disclosed 
typical Gaucher’s disease. 

The pathological changes which occur quite fre- 
quently in the femur often lead to the erroneous 
diagnosis of tuberculous coxitis. The vertebra may 
be involved also in the Schueller-Christian type of 
disease. In cases of the classical type of generalized 
xanthomatosis, diabetes insipidus, exophthalmos, 
defects of the bones, and enlargement of the liver 
and spleen occur. Often there are characteristic 
lung findings such as diffuse shadows from sclerosing 
fibrosis of the pulmonary tissue. The changes in the 
skull are more pronounced than those in the rest of 
the skeletal system. In 52 per cent of the cases the 
bones of the pelvis and the vertebral column are in- 
volved. Therefore when this disease is suspected the 
entire skeleton should be examined roentgenologi- 
cally. A few cases show attempts at healing. 

FRANZ (Z). 


DUCTLESS GLANDS 


Ellsworth, R.: Observations upon a Case of Post- 
operative Hypoparathyroidism. Bull. Johns 
Hopkins lHosp., Balt., 1933, lii, 131. 

The case reported was that of a colored woman 
thirty-six years old. About two and a half years 
before her admission to the hospital the patient 
noticed nervousness, palpitation, dyspnoea, and 
sweating. Three months before her admission she 
was found to have Graves’ disease and a double 
partial lobectomy was done. After the operation 
she was well for two weeks, but began to have epi- 
gastric distress followed by stiffness in the hands 
and feet. The attacks were accompanied by a feel- 
ing of tenseness and general nervousness. 

On physical examination the hands were held 
with the fingers extended, but flexed at the meta- 
carpal joints, and the thumb was extended and 
abducted. There was a strongly positive ‘Trousseau 
sign. Chvostek’s and Pool’s signs were also positive. 
On a daily intake of 2 gm. of calcium the serum 
calcium varied from 5.5 to 6.9 mgm. per 100 ¢.cm., 
and on a daily intake of 1 gm. of phosphorus the 
serum phosphorus varied from 5.2 to 6.7 mgm. per 
100 c.cm. When the daily intake of phosphorus 
was decreased to 0.27 gm., the serum phosphorus 
decreased from 5.5 to 4.9 mgm. per 100 c.cm. The 
serum calcium varied from 7.1 to 7.5 mgm. per 100 
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c.cm. While the patient was on a constant diet 
yielding 2 gm. of calcium and 0.27 gm. of phosphorus 
daily, she was given, at different periods of time, 
viosterol, magnesium carbonate, and parathyroid 
extract. 

The viosterol caused a definite increase in the 
serum calcium and phosphorus. When magnesium 
carbonate was given, the phosphorus was definitely 
increased and the calcium somewhat decreased. 
When the parathormone was given the serum calcium 
was definitely increased, the phosphorus was de- 
creased, and the patient was almost completely 
relieved of all symptoms. When she was given 
large doses of calcium, namely, 4 gm. daily, in the 
form of calcium chloride, the Trousseau sign was 
delayed, the serum calcium rose from 6.6 to 8.5 mgm., 
and the inorganic phosphorus fell from 6.9 to 4.5 
mgm. per 100 c.cm. 

The classical findings of idiopathic parathyroidism 
are: (1) a high content of phosphorus in the serum, 
(2) a low content of calcium in the serum, (3) a low 
content of phosphorus in the urine, (4) a low content 
of calcium in the urine, (5) tetany often exaggerated 
by exertion, (6) a tendency toward cataract forma- 
tion, and (7) normal roentgen appearance of the 
bones. 

In the cases reported it was found that the de- 
gree of tetany depended not only on the serum- 
calcium level, but also on the serum-phosphorus 
level. When the calcium was high, active tetany 
was precipitated if the phosphorus was also high. 
Even though it caused an increase in the serum 
calcium, the administration of irradiated ergosterol 


did not have a good effect because, concomitant 
with this increase, there was also an increase in the 


serum phosphorus. Magnesium salts caused a 
definite increase in the serum phosphorus, but the 
tetany became latent, a fact suggesting that the 
magnesium may have rendered inactive some of the 
inorganic phosphorus in the blood. Parathyroid 


extract caused a cessation of all symptoms asso- 
ciated with a rise in the serum calcium and a de- 
crease in the serum phosphorus. 

ALTON OcHSNER, M.D. 


Cecil, H. L.: Hypertension, Obesity, Virilism, and 
Pseudohermaphroditism as Caused by Supra- 
renal Tumors. J. Am. M. Ass., 1933, C, 463. 


Pheochromocystomata cause paroxysmal hyper- 
tension by producing large amounts of epinephrin 
and suddenly releasing them into the blood stream. 
Sometimes they cause a constant hypertension. 
Neither atrophy nor absence of the opposite supra- 
renal has been found associated with these tumors. 
Hypertension is caused also by cortical tumors. 
Following removal of the tumor the pressure returns 
to normal. 

In pseudohermaphroditism of the congenital type, 
removal of one suprarenal, even when it was en- 
larged, has had no beneficial effect on the anomaly. 
Much can be done by plastic surgery. The sex should 
be determined and the anomaly corrected accord- 
ingly. 

In pseudohermaphroditism of the acquired type, 
removal of the tumor or, in cases with hyperplasia, 
of one suprarenal, has been followed by very grati- 
fying results. 

There are great variations in the type and degree 
of the change. In boys, the change is toward the 
adult. In girls and women it is toward the adult 
male type. After puberty in males and after the 
menopause in females no change is noted. 

A review of cases shows rather conclusively that 
the suprarenal opposite the tumor atrophies and is 
not congenitally absent. All degrees of atrophy from 
a slight beginning to total absence have been ob- 
served. This fact is of the greatest importance, as 
the removal of one suprarenal cannot be done with 
safety unless the condition of the other is deter- 
mined. Howarp A. McKnicat, M.D. 
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